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FOREWORD 


A normal newborn baby is helpless and totally dependent. He is unable 
to raise and hold up his head, to sit up or to maintain any position against 
the pull of gravity. He cannot control any positions by himself such as 
kneeling or sitting, and without support would fall. His head wobbles 
and he cannot hold it firmly in one position by himself. Gradually, as 
the brain matures, he begins to control positions against gravity. For 
instance, when the baby is about 5 to 6 weeks old and Is placed on his 
tummy he will raise his head quite well, and from then onwards the 
control of his head will improve until, at about 6 months, he can raise 
it high and look around. From the Sth month onwards the baby can lift 
his head when lying on his back. Watch yourself when trying to stand 
up from lying on your tummy-the first thing you will do is raise your 
head and then put your arms down to push yourself up. From this you 
will see how important head control is in order to stand up. During work> 
ing hours all people hold the head properly in line with the neck and the 
body. It Is held there firmly controlled and can be moved and turned 
freely, and the eyes can look into the surrounding space or at a book, 
careWly following a line. Again you will see how important head 
control IS for looking around or reading a book. Head control is, there- 
fore, one of the most important factors of human development, both in 
the physical and mental field. 

Another important factor of child development is the ability, 
starting at around 6 months, to extend and use extended arms for 
support. We use them for pushing ourselves up to sitting, for getting 
into a kneeling position, in readiness for crawling and standing up. Even 
as adults we use the support of our arms jf for some reason we have to 
get on to our hands and knees, or to get m and out of the bath. We also 
need the protective extension of our arms if, in sitting or standing some- 
one pushes us over and we lose our balance. This shows that head control 


amis diiQ iidiias oiuy occasionally lor support. We hold on to a strap in 
the tube, or extend the arms to protect the face when in an emergency 
we suddenly lose balance. In normal circumstances the muscles of the 



body work in suclr a way Jlial we arc able to maintain balance in all 
activities, freeinp the use of our arms for many and varied activities and 
skills, and only rarely for the maintenance of our postures. You can test 
this for yourself. First stand on both legs and feel the muscles of your 
thighs. Now raise and stand on one leg and again feel the muscles around 
the thigh of the standing leg: they feel much harder, their tension has 
increased in order to make standing on one leg possible. It is necessary 
to watch and feel the tension, as the change is automatic and takes place 
witfunit our conscious awareness. There arc a great number of such 
automatic changes of tension in the muscles of the body, which serve 
to maintain our balance and posture while we move. In babyhood the 
ability to control the body musculature for the maintenance of balance 
develops, partially, at about 7 months of age in sitting. This is followed 
soon after in standing and, later still, in walking. It takes a long time to 
reach perfection. A child is 3 years of age before he can stand on one leg 
and throw a ball, At first, .is we have seen, the child has to rely on his 
arms and hands for support and only when he can sit, stand and walk 
without (he help of (he arms and hands, will they be free for use in 
manipulation and skilled activity. 


What goes wrong with (he child with cerebral palsy? 

Due to damage to the brain in earliest childhood, the development 
of a cerebral palsied child is retarded, or stopped, and becomes dis- 
organised and abnormal. In many children with cerebral palsy, therefore, 
one sees insufficient, or a total lack of, head control, and also an 
incompletely developed ability to use the arms and hands for support, 
for reaching out, for grasp and manipulation. The child also lacks balance 
and control of his postures, especially in sitting, standing and walking. 
The spastic child is stiff. If he is on his back it will be seen that his head 
is usually pulled back and he cannot raise it, or does so only with great 
effort. Usually, he cannot bring his shoulders and arms forward, cannot 
bend his spine and cannot, therefore, sit up or pull himself to sitting. 

If you pull him up to sitting, his head falls or pushes back. He cannot turn 
over as the shoulders are pulling back and cannot come forward. When 
he sits his head is not straight— it either pulls back or slumps forward. 

He cannot extend his arms for support and falls back or sideways. Even 
if he has fairly good head control and can extend his arms, he cannot 
bend his spine and hips and has to use his arms for support. Watch him 
lying on his tummy. If he is totally involved he will not be able to raise 
his head or to push himself up with his arms. He is, therefore, unable to 



get himself to kneeling and from there to sitting. If a child is only 
partially involved, for instance the legs only being affected, he may be 
able to sit up by bringing his head forward and by pulling himself up to 
sitting with his arms, but he will have to use his arms for support and if 
he lifts them to reach out for an object he may lose his balance and 
fall backward or sideways. 

Fundamentally, therefore, the motor difficulties of children with 
cerebral palsy may be regarded as the result of brain damage which 
interferes with the normal ability to move and maintain posture and 
balance. 

The treatment and management of children suffering from 
cerebral palsy requires the combined effort of doctors, therapists and 
parents. 

It has long been felt that if the child is to make progress the 
parents have to play an active and intelligent part in the total treatment 
programme. This applies especially to a baby or young child who spends 
most of the time with his mother. Home management, that is, the way 
the mother handles her child when playing with him, when carrying, 
feeding, dressing, bathing and potting him, can mean a great deal in 
furthering or hindering a child’s progress. The mother should not be left 
without detailed advice and guidance because this has often proved an 
obstacle to successful treatment. A great deal of time should be spent 
on teaching the parent how to handle her child at home to the best 
advantage so that any improvement made during treatment can be 
carried over, used and reinforced at home. Though advice and guidance 
IS roost iroportant, the mother should not just be taught what to do and 
how to do It, but she must learn to understand why she should do 
certain things, and why she should not do others. In short, she must 
understand her child, his difficulties and the things he might be able to 
do if helped in the right way at any stage of his treatment and develop- 
ment. She also needs to know something about normal child develop- 
ment, Its miportance for learning new activities and in what way damage 
to the brain has slowed down her child’s development or caused it to be 
abnormal. 

This book should be of help to therapists as well as to parents 
and teachers. It is the result of Miss Finnie’s special interest and great 
experience in dealing with these problems for the past thirteen years as 
Vjce-Prmcipal of the Western Cerebral Palsy Centre, London. No cMld 
with cerebral palsy is like another and very general advice that might 
apply to all children is not of much use. Miss Finnic has attempted to 
give specific advice on the difficulties and the handling of various types 
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of cliildfen. She says, ‘If your child is like this . , . then you do 
that . , . This way of tncklinp, the problem has not been attempted 
before, and it is this, together with the many illustrations, which 
makes the hook so valuable to parents, teachers and all those caring 
for these children. 

Dr. K. BOBATH 
Mrs. B. BOBATH 
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INTRODUCTtON 


The physiotherapist and the parents 

Treating and handling a child suffering from cerebral palsy involves 
tackling a wide range of problems. In this work the co-operation of the 
parents is vital, for only when parents and therapists work together as 
a team can a child be given the best opportunities for developing his 
capabilities however limited they may be. Many years of experience in 
treating children with cerebral palsy has proved this to be true. It is a 
mistake for parents to think that, having handed over their child to 
experts, their responsibilities so far as his treatment is concerned are at 
an end. Nothing could be further from the truth; rather it should mark 
the beginning of a partnership between parent and therapist in the 
over-all care and treatment of the child. 

This book will deal mainly with the baby and the child up to five 
years of age-the period during which a child is handled and trained 
mainly by his parents. It wilt be confined to the difficulties most com- 
monly met with, setting out in some detail the causes of the difficulties, 
and giving advice on how to deal with the problems. Not all the difficul- 
ties described will necessarily apply to any one child. Children with 
cerebral palsy may be spastic, athetoid, ataxic or flaccid (floppy) and 
they may vary in intelligence from nomial to subnormal. There may also 
be associated handicaps affecting vision, hearing and speech and possibly 
some physical deformity. All these aspects have to be taken into account 
when assessing the problems of each child. Furthermore, m many 
cases, the chronological age of the child does not correspond with his 
developmental age. A child of four, for example, may not have progres- 
sed, $0 far as his movements and abilities are concerned, beyond the 
stage o! that of a young hahy.^cn considering the examples and 
suggestions given in this book therefore, it must always be remembered 
that not all children will be affected exactly in the manner described 
and that parents will need to adapt the advice given, to the needs of 
their own child. Many children, for example, wiU be able to control the 
position of the head and to use their hands quite well, while others will 
find it difficult or impossible to do these things. Some children, when 
lying on their backs, may have stiff legs, whUe others when in this 
position may also press their heads and shoulders back on to the support. 
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While tlic majority of severely handicapped children may find it difficult 
to raise their heads when lying on their tummies, there will be a few who 
will find it impossible to put their heads down on to the floor or support. 
It is also realised tlrat the abilities of parents will vary and that some 
will find the suggestions difficult to carry out or to adapt. Even so, it is 
hoped that the suggestions will not be discarded too readily but that 
every attempt will be made to relate them to their own abilities and to 
tho.se of the child. 

The first meeting between the phy.siotherapist and the parents is 
of paramount importance. This may be the only opportunity the 
therapist has of discussing the problems of the child with both mother 
and father at the same time. At this first meeting the therapist will listen 
carefully as the parents describe their difficulties when handling and 
caring for the child at home, and will note the way in which they have 
been dealing with the problems. She will note, for example, whether a 
child of one year of age or more is still being treated as an infant of only 
a few weeks; whether he is being over-protected, having everything done 
for him; whether the child is both physically and emotionally dependent 
upon his mother, and so on, all attitudes which will lessen considerably 
the child’s chances of becoming as independent as possible within the 
limits of his handicap. 

Parents will be advised to avoid an over-protective attitude; if 
treated as a small baby in every situation and supported at all times, the 
child will not develop, emotionally or physically, to the best of his 
abilities, any more than would a normal child; rather they should look 
upon their child as a member of the family unit, helping him to take his 
place as naturally as possible in the family, and not regard themselves as 
his sole protectors and entertainers. Having obtained as much informa- 
tion about the child’s home environment as possible, the therapist will 
herself be in a better position to co-operate with the parents— an aspect 
which is as important as gaining co-operation from them. 

At this first meeting parents are often anxious to know what the 
therapist thinks about their child, asking such questions as; ‘Will my 
child be deformed?’ ‘How soon will he be able to walk and talk?’ ‘Will 
his mind be affected?’ and so on. It will be explained that there are no 
easy or ready answers to these questions for much will depend on the 
degree of brain damage the child has sustained and on his response to 
treatment. All that can be said is that the aim in treatment will be to 
help him to become as normal a person as possible within the framework 
of his handicap. 

The next stage in this first interview, therefore, will be concerned 
with assessing the child’s physical condition and planning treatment and 
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home-management for the immediate future. The thcnpist will expliiti 
step by step fthat she is going to do and «fiy, and what she hopes to 
achieve, stage by stage, from treatment. She viiill stress the importance 
of careful handling by the parents during the child's first years, and 
particularly during the crucial first year, for at no other time does a 
chQd develop so rapidly as during the first twelve months. Indeed, it 
is impossible to over-emphasise the valu e of early treatment, for the 
earlier the treatment and the younger the child, the less the degree of 
probable abnormality. Disregarding abnormalities that are not due to 


cerebral palsy, contractures and deformities are not usually present in 
the baby. There may be early signs of threatening deforrmties, such as 
curvature of the spine, or a tendency for the legs to turn in and cross. 
Any incipient abnormality which may exist in the very young child will 
obviously respond better to early treatmenl than to later treatment 
when the abnormal condition may have become more established. 
Recognising the importance of early treatmeitt, it wiU be clear that the 
comet handling of the baby by his mother, in support of treatment, is 
01 equal unpoitaoce. Unless special skill is used by the mother in hand- 
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An older child, on tire other hand, may be able to sit well and 
luulcrgo a programme of exercises to teach him how to grasp and pull 
and to grasp and push. Treatment at home should, therefore, be followed 
up by encouraging him to make use of any new ability such as, for 
example, pulling his socks on and off when dressing and undressing. 

There arc parents who, dearly from the kindest motives, resign 
themselves to the idea that their child is incapable of any normal 
development, and thus make it impossible for him to develop any 
potential ability he may have. Independence for the child must be the 
aim, but it is an objective that cannot be reached unless the parents 
support the treatment and arc ready to make full use at home of what- 
ever abilities the child has learned during that treatment. 

It must be mentioned that many parents who have collaborated 
in home-handling have come forward with ideas which have proved to 
be helpful to other parents and to the therapists. Parents should keep a 
diary in which they note, daily if possible, any signs of new activities, 
whether or not they arc good or bad in performance. This helps the 
parents to become more observant and interested and the therapist 
gains valuable information from the record. 

A questionnaire which parents are asked to complete in detail 
will be found on pages 5 to 23 (it will need to be modified for use in 
different countries). A study of the questionnaire will help parents in 
their efforts to assess the particular disabilities of their child, but it will 
only serve its purpose if detailed answers and explanations are given. 

Blunt answers such as ‘yes’ or ‘no’, will have no value. 

The essential purpose of this book is to enlist the co-operation of 
parents and to suggest ways of handling the child at home. It must 
be emphasised that, although good handling at home is an important 
and essential adjunct to treatment, it cannot take the place of treatment 
and should not be regarded as a substitute. 



FEEDING 

1. In what position do you feed your child? (e.g, is he lyin; 
sitting, in your lap, on a special chair?) 
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(.c) Continual sucking. 

(d) Biting immediately something is placed in his mouth. 

(e) Inability to close mouth when feeding. 

(0 Swallowing. 

(g) Biting or chewing. 






8. Can he manage a knife? 
Which hand’ 

Can he cut up his own food? 






FORM 'A'— continued 



4. Does he wake up and cry? How often? 



TOILET 



I 


5. Does he suffer from constipation'' What do you do about it1 






SP£EOJ 

1. Doei he make any sounds either In response to your voice or 
for his own pleasure? Describe. 





. THE WESTERN CEREBRAL PALSY CENTRE, LONDON 
QUESTIONS TO PARENTS: ‘B’ 



DRESSING 

1. Which garments can he take off? 
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& rv.vshf tnowleft siJe.ri.tht stJc, top and bottom? 
RijM aT»S v.»sv£ iUe of a garment? 
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(g) Biting or chewing. 

4. Can he feed himself with bread? biscuits? or any other food 
with his hands? or do they crumble in his hands? 




7. Does he recognise and can he copy simple shapes: a circle, 
square or triangle? Can he put together puzzles? Examples. 
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3. Does he brush his own teeth? 

Any difficulties? 

Does he attend a dentist regularly? 
Details please. 






SUEPiNG 

Ji your chilJ a tieeptll 
Dofi he move in hli sleep? 

Jj he uncovered in the momlng? 
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S. Have you made any special adjustments to the lavatory itself 
’to help him? If so, what? 





Ompter 1 


GENERAL ADVICE 


Tl)c therapist’s advice on liatidling is invariably given after she has con- 
sidered the problems of the child as a whole. 

Our muscles work in patterns, and the brain responds to our in- 
tention by making of muscles, not single muscles, work. The 
reason for this will be clear if you carry out the following experiment. 
Uc on your back and then .sit up; you will find that, as you lift your 
head, shoulders and arms forward, your back will round and tliis will 
enable you to bend your hips and so to sit up. On the other hand, if you 
lie on your back pressing your head against the floor, this will result in 
your shoulders going back, the lower part of your spine will hollow, and 
your hips will tend to straighten. In effect, pressing your head back 
automatically leads to other movements taking place at the same time 
in the rest of your body. You will fail to sit up because the grouping of 
the muscle patterns throughout the body arc co-ordinated in the wrong 
way for this particular sequence of movements and your body can 
neither prepare nor adjust itself to the desired movement. 

This simple example is used to show that all our movements are 
connected. They combine to enable us to initiate, and then automatically 
to carry out, a whole series of movements. 

The muscles of the cerebral palsied child also work in groups or 
patterns, but these patterns are abnormal and un co-ordinated because 
of brain damage. They cannot take place unless the child is able to use 
compensatory patterns, in which case the movement is performed with 
abnormality and effort. The following sketches illustrate a few of the 
basic differences between normal and abnormal co-ordinated sequences 
of movement. 


Points to note in the sketches; 

1 . (a) When we lie on our back, if we want to initiate any movement away 
from this position, e.g. roll over or sit up, the first movement is to 
bend our head (forward) at the same time as we bring our shoulders 
and arms forward rounding the top of our spine. In this way we 
initiate or facilitate the movement or sequence of movements we 
are going to do (Figs. I (a) and (b), page 25). 
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Fiftiirc 3 

(n) and (b) A normal person rising from the floor lifts himself on his arms, at the 
same time lifts Iris head and straightens his baek. 



Figure 4. Tire cerebral palsied child lying on his tummy his head and shoulders 
pressed down against the floor, arms tucked underneath his body. He is unable to 
lift iris head, back and shoulders, or bring his arms forward to take weight on them. 



Figure 5. Rolling of a normal person showing movement between shoulder girdle 
and hips i.e. ‘rotation’. 


(b) If we now look at the cerebral palsied child we will see that when 
he lies on his back his head is often pressed back. Sometimes his 
shoulders and his arms are also pressed back. He is quite unable 
to initiate the bending forward of his head and shoulders and the 
rounding of his spine which is essential if he is to move away from 
this position (Figs. 2 (a),(b), (c), page 25). 

(c) When we he on our stomach, if we want to initiate any movement 
away from this position, e.g. roll over, sit up and so on, the first 
movement we do is to lift up our head (backwards) at the same 
time as we bring our shoulders and arms forward extending the 
top of our spine (Figs. 3 and (a) (b), page 26). 

(d) When the child with cerebral palsy lies on his tummy, his head is 
sometimes pressed down and often his shoulders and arms also. 

Again, he is quite unable to initiate the lifting back of his head, 
the straightening of his spine, or the bringing forward of his arms; 
all essential if he is to move away from this position (Fig. 4, page 26). 

2, (a) In nearly all our movements, for example, rolling, getting up from 
the floor, walking, or even lifting an object off a table, there is 
movement between our shoulder girdle and hips initiated or 
started at one or the other point, a movement known as ‘rotation’ 
which, in fact, occurs to some degree m nearly all our movements 
(Fig. 5. page 26). 

(b)The severely affected cerebral palsied child has no rotation in his 
movements This is due to his inability to control the position of 
his head and to his spasticity, athetosis or Hoppmess. 

The diplegic, whose legs are more affected than the rest of his 
body, and the athetoid, whose anus arc more affected, have some 
rotation. 

If we look at the diplegic child rolbng over, for example, we 
will see that he starts this from his head, trunk and arms in the 
right sequence, but he does so with effort which tends to increase 
his spasticity. This not only causes him to over-emphasise the pulUng 
forward of his head, shoulders and arms but also, at the same time 
causes his legs to stiffen and turn in The value of the rotation 
between shoulder girdle and hips, m this case, is therefore lost 
(Fig 6, page 28). 

The athetoid child, on the other hand, starts all movements 
from his legs, in this case increasing his tendency to extension of 
his head, spine, shoulders and arms (Fjg. 7, page 28), 

ft wiW be seen from the foregoing that, when attempting to 
analyse the child’s difficulties, it will be a waste of time merely 
to look at. say. his header his feet if at the same time we ignore 
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the rest of his body. We must ask ourselves, for instance, whal 
catisinp him to hold his head in a certain way and what effect 
particular head posture is having on other parts of his body (s( 
Chapter 2). 

'I'his leads us to our next point. A measure of the child’s sp; 
ticity shows itself in resistance to movement. For example, wli 
we try to bring his arms forward in an attempt to sit him up, t: 
degree of resistance we feel when we do this will enable us to 
judge tlie dilficulties with which he is faced, and whether or n( 



/'V^i/ro (5, Spastic diplcpjc child rolling over showing the effect on the hips and 1 
when he initiates the movement of rolling from the head, shoulders and trunk c 



Figure 7. Athetoid child rolling over, showing the effect on the head, shoulders 
and arms when he initiates the movement of rolling from hips and legs only. 

the movement is completely beyond his power. In other words, 
we will know how much co-operation we can really ask of him a 
how much of a movement he can be expected to do. To apprecii 
the difference in the feeling between a movement of, say, an arn 
that gives resistance and one that does not, lift the arm of a nor- 
mal person and move it slowly in different directions. You will 
realise how light the arm is and that there is no resistance. When 
you remove the support given by your hand you will notice tliat 
there is a momentary pause before the arm falls to the person s 
side. 


Now carry out the same experiment on a cerebral palsied child. 

In the case of a spastic, note the heavy feeling as you hold his arm; 
how it presses down and resists movement, particularly when 
lifted up. 

The resistance offered by the athetoid child, in a similar experi- 
ment, differs in that while there vidll be an initial resistance, the 
arm will suddenly ‘give’, but when you remove the support of 
your hand he also will be unable to hold the position of the arm. 

The foregoing will serve to demonstrate the importance of 
‘feeling’; in other words, the difference between moving the arm of 
a normal person and that of a cerebral palsied child 

The same type of experiment can be carried out with other 
parts of the body. 

Points to remember when handling the child 

If your child is severely affected he wdl be almost helpless when 
you handle, bath, feed and dress him, and be unable to move or adjust 
himself to any changes in movement. The spastic child will be stiff, and 
become stlffer if not handled well, as you move him; he cannot move 
sufficiently to balance, which makes him insecure and more tense. The 
athetoid, because of his involuntary movements and the constantly 
changing strength of his muscles, easily loses his balance and falls over. 
The cerebral palsied child is not only limited in his movements which 
are stereotyped, but is also limited in his reactions and responses to 
being moved 

Consider how the normal child reacts when you bath, dress, feed, 
carry him and so on. He moves with you rather than against you, it is 
easy to lift his arms up to wash or dress him, his hands are not tightly 
fisted-they open easily. If you put anything over his head-his jersey 
or shirt, for example-he automatically pushes his head through; if you 
part his legs to put on his nappy he offers no resistance as you move him. 
When you pick him up he holds up his head; if he feels insecure he can 
immediately grasp and hold on to you. His natural self-protective re- 
actions and his ability to balance enable him to adjust and change his 
postuie if he is uncomfortable while being handled. For example, most 
children dislike having their noses or cars cleaned and will move and 
dodge in the hopes of avoiding this attention; if this does not have the 
desired effect they use their hands to push mother away. The cerebral 
palsied child cannot do this things. All that he can do is to cry and be- 
come stiff and frightened. If he is of the ‘floppy’ type of the cerebral 
palsied he will have to be supported and held everywhere or he 
will fall 
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Because of this we must handle a cerebral palsied child slowly, and 
pjve him a chance to make his own adjustment as we move him, support- 
ing him where and when necessary, but waiting and giving him time to do 
whatever he possibly can by himself. This is difficult and the therapist 
will help and advise on the correct way of doing so. 

It is most important, when anything is being done for the child, 
that he should not be passive; let him sec what is being done and talk to 
him about it. Name the parts of his body, and describe his clothes and 
their colour as you dress Irim and the movements he is making. For ex- 
ample say, ‘help me to push your foot into your shoe,' and ‘now let’s 
do the same thing with the other foot,’ or, 'lean forward so that I can 
get your coat around your shoulders’. 

Hy these means not only is the cliild being taught to understand 
language, but he is learning something of the relationship of one part of 
his body to another, ad contriving to give iiim experiences of normal 
movement. This attitude should be applied to all everyday activities. A 
cerebral palsied child takes far longer than a normal child to understand 
and to store information; therefore constant repetition is of real value. 

It should always be borne in mind that be docs not have the same oppor- 
tunity as a normal cliild of learning by trial and error and by experi- 
menting. 

One should try at all times to enlist the child’s co-operation. 

Within reasonable limits ask him what he would like to wear, what and 
how much he would like to eat. We all like to sit back and have things 
done for us. The more difficult a task, the greater our readiness to hand 
it over to someone else. How much more does this apply to the cerebral 
palsied child? He enjoys attention and becomes used to having every- 
thing done for him. Parents quite naturally get used to doing everything 
for him and, in time, stop expecting any help from him. Time is precious, 
even more so when there are other children in the family; but no cerebral 
palsied child will ever become independent unless he is given an oppor- 
tunity to try. To compete is always stimulating so, whenever possible, let 
your child dress, wash and eat with the other children in the family; in 
tliis way he will be much more inclined to try to help himself. 

Admittedly some children’s handicaps make it impossible for them 
to do very much for themselves, but with correct help and guidance and 
the avoidance of excessive effort on the part of the child, he will learn 
to do more and more for himself. We stress the need to avoid excessive 
effort, as failure can lead to tenseness and frustration with the probable 
result that the child will give up. 

Even if a child cannot use his hands or speak, he is sure to have 
some way of indicating what he wants and in tliis way he can co-operate, 
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for example, while you play with him. If, for instance, you are building 
a house with bricks for him, have a book with different pictures of 
houses and get him to act as ‘foreman' and ‘direct proceedings’. He can 
choose the type of house he wants you to build, decide on the type of 
roof, the number of windows, and where he wants the doors to be, and 
so on. When the house has been built he will feel that he has taken an 
active part in its construction, as, in fact he has. 

Speech 

Considering, in brief, the problems of speech-which is often de- 
layed or difficult for the cerebral palsied child, no attempt will be made 
to offer advice for children who suffer the additional handicap of deaf- 
ness or the partial handicap of being able to distinguish only certain 
qualities of pitch or tone. It must be recognised that hearing disorders 
call for hi^ly specialised treatment and advice as to how parents should 
communicate with a baby from birth onwards by touch and words 


Speech ts a very complex skill. The muscles and organs used for it 
are secondary; the primary purpose of these organs is to enable us to 
breathe and feed. In fact a good ‘speech pattern’, it is important to 
remember , is based on good feeding and breathing patterns. 

Crying, babbling and cooing are forms of expression for a baby 
indicating his discomfort, anger or pleasure. He tends to make noises ’ 
when he is happy and contented, especially when he is being nursed or 
at feeding times. It is therefore important that meal times should be 
tm« of enioymtnl, for at thia time the chUd has a very close emotional 
hnk with h» mothen Often, after he has been fed and is happy and close 
to his niolhei, and, having used his bps and tonpre in feeding a baby 
starts playing wrlh sounds-a preparation for speech. It is not.'ceable that 
If anything liappens to distmb this close relationship the child tends to 
t, may 'Win cry. As he grows older, meal times 

become more of a social occasion with the rest of the faimlyhe ex 
presses his satisfaction or dislike of hts food, saying Ves' or -nn- 
Offered food, he name, the food and makes simple 'request such « 

■more’, ‘give me’, and so on. qvHssucnas 

If a cerebral palsied child is to learn to sneak ■ 

We must wait and Usten, and give him a chaneTm 

press himself at his own speed If we are satkf;».ft i ? ° 

«hou..rymgJexp,essL'm‘“K^^^^^ 



to iti baby language. By doing so we rob him of the opportunity of in- 
creasing his vocabulary and of understanding the meaning of words that 
he will need when he eventually starts to speak. 

I.istcning is difficult for many cerebral palsied children, one reason 
being a lack of ability to concentrate, a point we sometimes overlook. 

I he cliild not only needs to listen to the words we speak, but to the 
empliasis that we put on certain words, the variation in tone we use and 
so on. Try, if you can, to set aside a time each day when you speak and 
listen to your child alone without the radio or television; this will give 
him a chance to attend to what you say and to interpret the meaning of 
your words. If you are playing with him and he makes a new sound, 
make him aware he has done so by showing him that you are pleased. 
Repeat the sound several times and then ask him to do it with you, 
helping him with his specific difficulties, as your speech therapist ad- 
vises. In this way you will reduce the effort needed and the difficulties 
flic child so often has when he is asked to make a specific sound. 

If lie cannot speak, or can only say a few words with difficulty, 
he will be unable to ask the many questions which the normal child 
asks and will be deprived of the opportunity to learn by asking questions. 
You can help him by talking to him about the things you are doing. 

Give liim a running commentary as you cook and do the house work, 
and while you dress or wash him, you yourseif asking the questions and 
giving him the answers. Do this when you take him for a walk, or look 
out of the window, and describe to him what is going on. 

If and when he starts to talk, encourage him to describe what he 
sees in the room. If he can walk or crawl, get him to name the objects 
he has pa.ssed, or, as he plays, to talk to you about his interests and what 
be is doing or plans to do. See if he can remember what you bought at 
the shops and what lie saw when he was out for a walk— verbal contact 
is essential if sounds and speech are to be achieved. If he always remains 
in one room, or goes out for the same walk every day, his experiences 
of daily life will be very limited. These are but a few suggestions which 
may help and encourage him to speak and to understand the world 
around him. 

Head control 

As you will have read in the Foreword of this book head 
control is a basic necessity in the normal sequence of development. It is 
the first step towards more complex movements and skills. In the normal 
person it is the basis for all movements and activities, whether they be 
automatic and spontaneous movements of balance or voluntary move- 
ments. 
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Whenever we move we adjusl the position of the head, holding it 
steady in midline to the body, enabling us to focus properly. The im- 
paired head control of the cerebral palsied child, on the other hand, 
results in the field of vision being uncontrolled, making it difficult for 
him to focus his eyes. The athetoid child has the greatest difficulty in 
directing his field of vision and focusing because of his lack of head 
control and his involuntary movements. He is unable to move his eyes 
unless at the same time he moves his head. The spastic child also has 
difficulty with eye-hand control because the abnormal movements of 
his head result in abnormal reactions throughout his body. For example, 
some spastic children (and athetoid children) cannot use their hands for 
grasping unless the head is turned in the opposite direction, so preventing 
them from looking at what they are doing. 

When any cerebral palsied child begins to use his hands, first make 
sure that his head is in mid-line with his body, and encourage him to use 
both hands also in mid-line and to look at what he is doing, whether he 
his playing, dressing, feeding or washing. When you ask him to turn his 
head to look at something, see that his head is really turned. Too often 
the child willjust turn his chm and bend his head to the opposite side, 
making it very difficult to use his hands purposefully. 

When you start to teach your cluld to feed, dress or wash himself, 
It IS important to realise that even a normal child needs assistance in 
these activities for some years before he can do them by himself. Ex- 
amples of these stages in a normal child are given in the chapters dealing 
with those subjects. 


Social development 

If the cerebral palsied child is to adjust himself to the community 
of school and later to the community of the world, he must first learn to 
take his place as part of the family at home Personal contact with the 
family and neighbours is obviously very important for the child; if he is 
segregated it can only hinder his social development, as it would even in 
a normal child. Special care should be taken around the eighth month 
for it IS at this lime that a baby becomes ‘anxious’, continually wanting 
his mother and aymg when he sees strangers. This is a normal stage of 
development generally coinciding with the beginning of a concept of 
himself in relation to others The child needs help if he is to make this 
necessary adjustment. 


Owing to hts physical doabilily and the added diffictilly of beine 
unable to conamunicate. the cetebral pahied child it sometimes ipnoted 
01 allernattvely becomes the centre around which the whole fantilv ' 
revolves. Both Ih.s attitude, ate detrimental io hi, pet.nnalily and l„ hi. 
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social (levclopinent. He should be encouraged to take part in the life of 
the faiuily and he given the opportunity to appreciate both the needs 
and interests of others. To liclp him reach tltis stage in development it is 
essential to understand clearly his abilities and his disabilities. Avoid 
setting him objectives which arc unrealistic and which will inevitably 
lead to frustration and failure. Be satisfied with gradual success, praising 
the child for the things ho docs well, not overlooking his somewhat diffi- 
cult attempts to .speak. Wc should continually remind ourselves of the 
immense efforts the child has to make in many cases even to move. Our 
aim must be to encourage him gradually towards independence, thinking 
of others and not only of himself. In this way he will have a chance of 
becoming an integrated personality, taking his place as a member of the 
familiy. 
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chapter 2 


THE development OF MOVEMENT 


The ceiebtai palsied chdd, in common with all other children, learns a 
rooveroenl by U and by trying it out. Whereas the normal child 

has a natural or in-built ability for adapting his movements to his own 
satisfaction, the cerebral palsied child is limited to few and inadequate 
movements, movements that become stereotyped and on which he v/iU 
base whatever skills he may acquire later. If a child uses, to begin with, 
only wrong patterns of movement, he will continue to use them and 
perpetuate the ori&’nal faults. This will prevent a more no/mal physical 
development, and the tepetilion of these faulty movements may lead to 
contractures and deformities. 

The control of aft body movements rests in the brain and is 
ewrcised through the eyes, ears, skin, muscles and joints. If, as is the 
case with the cerebral palsied child, part of the brain control is damaged, 
development IS disturbed and retarded at an early stage. The fact that 
damage can affect different ports of the brain means that m sorne cases 
the arms will be more affected than the legs, and in others vice versa It 
tnay result m one child being able to hear and lo see but to have 
difficulty in moving, or, in another child, being able to move fairly 
normally but being unable to hear IVhalever the case, the child will 
start by using the abilities he has, however abnormal they may be, 
resulting in an ‘uneven’ development, as many of the stages of normal 
motor development will be left out. 

For instance, if the child cannot lie on his tummy and support 
himself with his arms and lift his head, he may not learn how to h&id 
his head up or lo sit or to waYk with a straight spme. \l he can only turn 
to one Side, he will not use the other side and thus his body wjll develop 
unevenly If he can only stand op by stiffening his legs, he will then 


....H ...j sujiitieiiiiy arm can sit only by rounding his back to 
avoid falling backwards, he will be unable later on to straighten his back 
when he is standing. If his legs are so stiff that he cannot Icneel and 
craw) on the floor, he twll progress by pullmg huruelC along with hts 
arms His arms wifi then bend too much and in time he wilt have difficult 
m reaching straight out to grasp objects or to support himself on 
straight arms. If a ch\W cannot stand and balance, he cannot be expected 
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Figure 9 

(a) The young spastic diplegic child standing. Tliis posture is one of flexion. His 
iicad ‘pokes’ forwards and up to compensate for the lack of extension in his 
trunk and hips. His arms are usually bent and press down and forward at the 
shoulders. His legs turn in and are held together, his standing base is very narrow 
making balance difficult and in many cases impossible. Some children do man- 
age to get the foot of one leg fiat on the floor as illustrated, but in doing so 
bend the hips even more and the whole of the pelvis is pulled back on that side. 

(b) The young hemiplegic child standing. His posture is asymmetrical, all his weight 
is on his good leg. The affected arm bends and turns in at the shoulder which 
presses down and his trunk bends on that side. The leg is stiff and turns in at 
the hip, the pelvis is pulled up and back; his foot is stiff and the ankle does not 
bend so that he takes weight only on the toes and ball of his foot. In some 
cases the head is also pulled towards the affected side. 
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to walk in a normal way. Without balance he cannot lift his leg to take 
a step forward, unless he is holding on to a support. 

The following show the difference between the normal child, the 
spastic and the athetoid. both in s-tanding and in taking a step. 


Standing and taking a step 
(a) THE NORMAL CHILD 

The age at which a nonnal child starts to walk varies considerably. 
Generally at about one year by which time he has some balance in 
standing, if only briefly, and has reached the stage of starting to walk 
whilst being held by one hand. He balances at this time by keeping his 
hips and knees slightly bent, and hy standing on a wide base, his feet 
flat on the floor with his heels down. 

He is now capable, when held, of shifting his weight on to one 
leg setting the other free to take a step. Fig. 8, page 36, shows the 
normal standing position of a year-old child. 

(b)THE SPASTIC CHILD 

The variations in standing of the spastic child are manifold. Figs. 

9 (a) and (b), page 36, show two of the more typical positions. It is 
obvious that standing on such a narrow base as in Fig. 9 (a), with the 
weight on the inner side of the feet, means that balance and the shifting 
of the weight sideways or forwards is unpossible. 

If you hold the child under his arms and ‘walk him\ all he can do 
is to fall forwards from one leg to the other, his weight falling more and 
more on to his toes and his legs becoming stiffer and later crossing. 

One might possibly be encouraged at the thought that in this way 
the child is beginning to walk. Unfortunately, this is not so, as the 
abnormal pattern of movement involved in this so-called Valking’ will 
simply increase the difflculties of the child in his efforts to stand or 
later to walk normally. Other spastic children stand so stiffly on both 
legs that even when you lean them forward they cannot bend at their 
hips to take a step forward. 

(e) THE athetoid CHILD 

As we have pointed out the athetoid child has difficulty in main- 
faining ftjs weight against gravity, and when standing either collapses or 
falls backwards. For this reason he has no standing balance, and cannot 
shift his body weight sideways or forwards. If he is able to stand and if 
one of hi$ legs is lifted, the other leg will bend and he will collapse. 

Fig, 10, page 3?, shows a typical position adopted by the older athetoid 
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I'ir.urc IQ. 71ic standing position sometimes adopted by the older athetoid child; 
by holding his arms and shoulders forward in this way he can keep his feet flat on 
the ground and his hips straight. This enables him to balance sufficiently to walk 
although his legs will remain stiff and straight. 





Figure 11 

(a) A normal child lies on his back making a ‘bridge’, his head and shoulders re- 
main on the floor, he does not push himself back. 

(b) and (c) The athetoid child also attempts to make a ‘bridge’ but is unable to 
extend his hips completely and immediately pushes himself backwards-his 
head and shoulders are pushed against the floor the arms bent as in fig. (b) or 
stiffly extended as in fig. (c). 
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child to enable him to keep his shoulders and arms forward, hips and 
le^ strai^t. 

What is known as the ‘walking reflex’ is generally present when a 
baby is born. Possibly a more descriptive term would be ‘high-stepping’, 
for when the sole of one foot of a new-born baby touches something 
solid, the other leg bends and then extends, giving the appearance of 
walking; this pattern of movement is also seen when a baby lies on his 
back and kicks. At about four weeks this type of reflex is no longer 
evident. If you ‘walk’ a young athetoid child by holding him under the 
arms, the movement he is making is identical with the ‘reflex’ found 
in the new-born child, and if persisted in will seriously unpair the 
child’s prospects of walking because even the normal child learns first 
to stand safely on both feet before he starts to walk. 

The next two examples are of movements which, if constantly 
repeated by the child in an abnormal way, may eventually lead to 
contractures and deformities. 


Pushing himself backwards on the floor 

(a) THE NORMAL CHILD 

At about eight months of age the baby, when he lies on his back, 
bends his knees, puts his feet flat on the support, lifting his seat to 
make a ‘bridge’ (See Fig. 1 1(a), page 38). 

(b) THE YOUNG SPASTIC CHILD 

This is a movement seldom seen m the spastic child. He does, 
however, sometimes try to push hunsclf backwards by pushing against 
an upright surface such as a wall, the side of a chair or the end of the 
bath. Unable to bend his feet up sufficiently to place them flat on the 
surface he pushes with his toes, reinforcing his tendency to have stiff 
legs and hips which, if permitted, will result in the child being unable to 
stand or walk other than on his toes. 

(c) THE YOUNG ATHETOID CIULD 

The athetoid child, whose legs are less affected than his arms often 
finds that to make a ‘bridge’ and to push himself backwards, is the only 
way m which he can move around the house. 

The movements of his legs and hips are similar to those of the 
normal child but, as he arches his back, he also pushes his head and 
shoulders back at the same lime. This abnormal pattern will increase 
his general tendency to extension and retraction of his head, dioulders 
and arms, preventing him from lifting his head in order to sit up, reach- 
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inp, forward with his arms and hands, taking weight on extended arms 
and, later, from sitting or balancing in any position (see Fig. 1 1 (b) and 
(o). page 38). 

Creeping on the tummy 
(a) TJIH NOHMAI. CHILD 

Tire normal child at about ciglu months moves on his tummy by 
pushing himself backwards with his arms, and by pivoting. A little 
later he pulls himself forwards on his tummy by using his arms in a 



Figure 12. Tlic normal child creeping on his tummy. Note how the head is held up 
and the back straight. He moves forward by using the opposite arm and leg. 



Figure 13 

(a) The creeping of the spastic diplegic child. Note how the pulling of the arms to- 
wards and into the body, bends the head and rounds the back, at the same time 
making the hips and legs stiff and straight. 

‘swimming movement’ and pushing with alternate legs. See Fig. 12, 
page 40, noting that, at this stage, his head and spine are extended and 
each arm and leg is used alternately— progress being helped by using 
the toes to push himself forwards. 

(b) THE SPASTIC DIPLEGIC WHO IS ABLE TO USE HIS ARMS 

Look at Fig. 13 (a), page 40, and compare the posture of the 
normal child in creeping, with that of the spastic diplegic who can only 
move along the floor by ‘pulling’ with his arms. The pulling of the 
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aims down and across the chest wiU gradually lead to stiff extension 
and crossing of the legs and feet, making it impossible for him later oft 
to stand with his legs apart and with his feet flat on the ground. 

The young spastic child, who is not so stiff and is slil! able when 
creeping on his tummy to move his legs alternately as a normal baby 
does, and has the ability to bend his hips, legs and knees, should of 
course be encouraged to do so. Directly it is noticed that all creeping 
movements are taking place by use of the arms only, without moving 
the legs, these must be stopped, for if not, the child will eventually only 
be able to drag himself along oft his tummy by literally pulling his legs 
along with him. If allowed to continue to move in this way the child 
will have difficulty in moving away from this position, and he will be 
incapable of any sequence of movement that requires the bending of 



(b) 


Ftgufe 1$ 

(t>) Tile In/anI AdjuJUble CwMer 


the hips and legs and taking wei^it on extended arms, such as, for 
example, getting mto the ‘all fours’ position to crawl, or to sit and 
stand up 

U IS obvious, that care should be taken to ensure that the spastic 
diplegic child, at this stage of his development, is not allowed to adopt 
this way of creeping. 

The type of crawler shown in Fig. 13 (b) may be found useful 
for some spastic children, i.e. those who cannot support themselves on 
strai^l arms, are unable to crawl and can only move around creeping. 
The crawler gives the child minimal support and enables him to bend 
his hips and therefore move his legs alternately. 

U is important to see that the child really reaches forwanj with 
his aims and takes weight on his hands os well as on his knees. If he 
starts pulling with his arms and moves forward too quickly he will be 
inclined to push with his feet and his knees come off the floor, alternate 
movements of the legs will stop aitd his hips will become stiff. 



P;;ychoIopic:illy the crawler may also be useful for some athetoid 
or 'children. If (he movements of the athetoid child become 
rather disorganised and abnormal there is no need to worry, as these 
children do not become stiff or fixed in any one position. 

In the case of the athetoid child who has stiff arms turned in at 
the shoulders (sec Fig. 2 (c), page 25), and held under his body with 
fisted hamis when lying on his tummy, he cannot be expected to move 
on a crawler. 

Your therapist will give you a demonstration in the use of a crawler 
before you take it home and she will be able to advise on its specific 
use. 

Finally, in all cases, it is advisable to limit the length of time in 
which the crawler is used. The same comment applies, of course, to 
most types of ‘aids’. 


(c) TtIK ATHETOID CHILD 

The athetoid child is generally incapable of creeping or crawling 
as he cannot lift or hold up his head when lying on his tummy and 
cannot take sufficient weight on his arms. He can move, therefore, only 
by pushing himself along on his back as described on page 39. 

We must realise that the cerebral palsied child will have to use 
excessive effort in his attempts to move and that the choice of move- 
ment will be limited. The very fact that he can move at all is good but 
the way in which he does so must be watched carefully. Abnormal 
movements such as, getting around the floor by ‘bunny hopping’, in a 
spastic child who is unable to stand and to walk by himself, should be 
discouraged. Continually moving in such a way will increase the tendency 
of the hips to turn in and of the hips, knees and ankles to bend, even- 
tually making standing and walking impossible. Care should be taken to 
reduce the length of time in which he moves in this way and every effort 
made to encourage an alternative method of getting about, such as a 
tricycle, a child’s motorcar, or perhaps one of the roller boards on which 
he can sit (described in Chapter 8). 

The jerky and uncontrolled movements of the athetoid child are 
just as great a handicap to him as are the limited movements of the 
spastic child. When he moves in an abnormal and disorganised manner— 
for instance, by getting around the floor by pushing himself about on 
his back— he makes it impossible to sit, stand and walk later 
on. A good alternative way for him to move around which should be 
encouraged is to let him lie on his tummy on the roller board. This will 
help him to bring his arms forward, learning to take his weight on both 
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hands as he pushes himself around, at the same time encouraging him to 
lift and control his head, extending Ws back, a pattern which he will 
need later on when he sits, stands and walks. 

Some athetoid children may learn to move about the floor by 
‘bunny-hopping’ if they can use Iheir arms for support and lift their 
heads. This method of moving around-if the athetoid child cannot 
stand 01 walk by himself-need not be discouraged so much as in the 
spastic child, as they do not risk the same danger of developing flexor 
defoTxtulies in iheii legs. U is also a practicable aUcrnative to pushing 
themselves along the floor on their bscks. 

finally a few examples to illustrate how, by our handling of the 
child, we can inadvertently aggravate the child’s abnormal movements, 
making the spastic child stiffer and resulting in the athetoid child having 
more involuntary movements. 


Bouncing on the floor 
(») THE NORMAL CHILD 

Study Fig. 14, page 44. and you will see that the child’s head is 
in mid-line, that his body is straight and that his arms and legs are in a 
normal posUion-he is thus symmetiical. Note that as he Is lifted into 
the air his legs are drawn up, then straighten a little as he is lowered. As 
his feet touch the ground he momentarily takes some weight, allhou^ 
he soon sags a( the hips and knees. Eventually, as he grows older, his 
legs Will straighten in the air and his feet will be m a position to take his 
weight. 

(b) THE SPASTIC CHILD 

Now compare Fig. 15, page 44. which illustrates the abnormal 
position and pattern of movement of a severely affected young child. 

Note that he is not symmetrical. The head is not in mid-hne and 
his body is not straight. Note also that as he is lifted into the air, 
because the head and trunk arc not symmetrical the pelvis becomes 
pulled up and back on the one side, and the hips and legs extend and 
turn in-m some cases they may even cross; his feet extend downwards' 
his shoulders pull forward and down and his amts bend and pull into his 
sides. On reaching the ground with his toes he is not able to put down 
Kis heels and takes no weight but pushes himself backwards. Compare 
this with the way in which a normaf child takes his weight when we 
‘bounce’ him. 

‘Bouncing’ a spastic child on his toes will aggravate the abnormal 
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pnsHires and movcnicnts which wc have just described. Tliis will seriously 
retard the child's progress towards standing because, when on his toes 
and with a very narrow standing base, he cannot learn to balance or to 
separate hi.s legs in order to transfer his weight from one leg to another 
to lake a step. 



Figure N. Douncing tlic normal child on the floor. 



Figure 15. Bouncing the spastic child on the floor. 
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Figure 16. Bouncing the athetoid on the floor. 

(c) THL ATHETOID CHILD 

When lifted into the air-see Fig. 16, page 4S-the athetoid child 
may straighten his legs but he does not usually turn them in nor cross 
them. When his feet touch the ground, he cannot support his weight 
and collapses or . if he throws back his head and shoulders, may 
stiffen and even cross his legs; he then stands for a moment on his toes 
and either collapses or moves his legs alternately up and down. 

'Bouncing' the athetoid child will make him generally more stiff 
and increase his involuntary movements. 

It must be pointed out that the use of 'Baby Bouncers’ for cerebral 
palsied children has the same detrimental effect as bouncing the child 
on the floor, except in the case of very floppy children. 

THROWING* IN THE AIR 

For a normal cluld, throwing him in the air and catching him may 
be fun All that we can say, speaking of the cerebral palsied child, is- 
do not do it-however much the child may appear to enjoy it. The 
excitement and stimulation will only make a spastic child very stiff and 
an athetoid even more disorganised in his movements. The child will 
enjoy himself just as much if you swing him slowly in the air, controlUng 
him as illustrated in Figs. n(a)(b)(c),page46. 

Pulling up to silting from lying on the back 
(j)THE NORMAL CHILD 

The child shown in Fig. 18, page 47, has reached the stage of 
being ready, with help, to assist m pulling himself up to a sitting posi* 
lion. You will see that he is symmetrical, his head is in mid-line to his 




Figure 1 7 

(a) Swinging a spastic child in the air. His legs are bent and turned out by the 
gnp illustrated, your forearms will stop his shoulders pushing down and at the 
same time keep them forward. Keep his hips bent and pulled towards you, his back 
back forward and away from you. 

(b) Swinging an athetoid child in the air. The position is similar to that of the 
spastic but the control is different. Bring the child’s arms forward, your fore- 
arms in front of his arms, hold his hands over the lower part of his knees. The 
tegs should be bent and held together. Keep his hips bent and pulled towards 
you, his back forward and away from you. 

(c) Swnging a floppy child who has poor head control and a very inactive back. 

The legs are held at the ankles, the feet over your shoulders. By bumping him 
against your back, you will stimulate him to lift his head and extend his back 
and arms. 
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tiunk 2 nd he has good head control. He reaches out to grasp one s hands 
and at the same time pulls himself up, lifting his head and shoulders off 
the pillow, bending at the hips, knees and ankles; a co-ordinated pattern 
of movement facilitating sitting up and the attainment of a good sitting 
position. 



Figure /S. th« notmal chiU to rit up from lying on his back. 



Fipjrf 1 9. Assisting the spajtic dipicgi c child to ut up from lying on his back 


(bj THE SPASTIC CHILD 

The child shown in Fig. 19, page 47, is a spastic diplegic (arms 
less affected than legs). As you will see from the illustration, although he 
IS fairly symmetrical and has some head control, he is stUl not ready to 
help when one starts to pull him up into a sitting position. He is unable 
to reach sufncientfy to grasp one's hands but he could manage to do so 
if he were allowed to keep his elbows bent. Now, if he were pulled up 

he would hft his head and arms fbnvard on to his chest, but at the ^ 

same time, he would extend his hips and legs, turning Ms legs in and 
sometimes crossing them. 
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ff (f>e child were continually pulled up to sitting in this way, his 
spine would hecoinc more rounded, his arms more bent, and he would 
not he aide to hend his hips and knees in order to sit up. 


(OTtll- ATtlt-TOtD CHILD 

Fig. 20, page 48, shows an athetoid child (legs less affected than 
arms). The child is not symmetrical, has no head control, and no ability 
to grasp. If one were to try to pull him up to sitting, his head, shoulders 
and arms would pull backwards, the spine would extend and, at the 
same lime, the hips and knees would bend. 



Figure 20. Assisting tiic athetoid child to sit up from tying on his back. 


Here, again, persistence would lead to the reinforcement of the 
abnormal patterns of movement. The child may learn to sit but only at 
the expense of excessive bending at the hips to compensate for the 
extension of the spine, head and arms. The child would not gain head 
control nor would he learn to grasp, hold on in order to pull himself up 
to sitting, or support himself when sitting. 

It should be recognised that there is as positive a therapy in the 
avoidance of some movements as there is in the performance of others, 
provided that the reasons for avoiding them are clearly understood. 

The movements which all parents are urged to discourage their 
children from doing are those which, if they are done in an abnormal 
way, will affect the ability to learn more advanced movements and 
those which may lead to deformities later. A few examples only have 
been given as the subject is one that will be dealt with fully during 
treatment, and parents will always be advised by the physiotherapist 
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which movements, if any-according to his particular difficulties-they 
should discourage their child from doing. What has been said will serve, 
however, to illustrate the importance of avoiding certain types of 
movement. 




l ilt: VlU-CllDlNC; and I’OLLOWING ski-tciii-s and advice will show 

Tin; CORRECT WAY IN WHICH TO HANDLE YOUR CHILD 

Ati clTeclive and economical use of your liands is probably the 
most important factor when managing the cerebral palsied child. 

If you look at the sketches you will sec how the position of the 
head and neck of the child determines the abnomial behaviour of his 
wlndc body. 

We have illustrated some of the more typical reactions seen in the 
cerebral palsied child, but there arc, of course, variations of these 
reactions found in each individual child. 

You will realise when you look at these sketches how important 
it is to make sure that the child is symmetrical and that his head is in 
mid-line with his trunk when he is handled. 

As the abnormal reaction ‘patterns’ of the whole body stem 
chiefly from the position of the head, neck and spine, it follows that 
we can control these abnormal ‘patterns’ most effectively from these 
points, known as ‘key-points’. 

The sketches. Figs. 21-43, pages 49-68, show how control at these 
‘key-points’ influences the abnormal reactions of the child, and how 
handling at these points will make certain movements easier. 



Figure 2l-cont. 

(0 Bending of the head has the opposite effect, i.e. the arms bend and the hips and 
knees extend. This pattern can also be seen when the child sits, 
fe) Finally an example of a child with fairly good head control but otherwise moder- 
ate to severe spasticity. In this case he pokes his head forward to compensate 
for his difficulty in bending his hips and knees to sit. 
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Figure 22 

(a) Some cerebral palsied children purh their heads back and at the same time 
bring their shoulders up and forward. Do not try to correct the position of the 
head by putting a hand on Che back of the head, this will only cause the child 
to push back more. 

(b) Pbee your hands on each side of the head and push upwards giving the child 
a 'long neck'. As you do this push the shoulders down with your forearms 



(b) 






FiSure 24. Some children cannot raise or hold their head up in mid-Une because 
they are generaUy too floppy’. By holding them firmly at the shoulder rvith your 
thumbs on their chest, you can give them some stability as you brine the 
shoulders forward; this svill help them to raise their head up and bold it there. 
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Figure 25-cont. 

Group B 

(i) A typical pattern of extension seen in the athetoid child; the arms are turned 
out at the shoulders whether both are bent or one straight and one bent; 
this is generally accompanied by excessively bent hips. 

(ii) Hold the child over the outside of the elbows and bring the arms forward. 

As you straighten the arms turn them in at the shoulders. 

(iii) With one movement, the arms still turned in at the shoulders and slightly 
down, bring the child towards you and then gradually lift the arms up. By 
handling the child in this way you will facilitate the bending forward of his 
head, the rounding of his spine, and will modify the excessive bending at the 
hips. 
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Figure 2(> 

(a) Shows the arm of a spastic child turned in at the shoulder (which presses 
do«n), the head also pulled to this side, the elbow bent, forearm turned m so 
that the hand faces down, wrui and fingers are bent, the thumb lying across 
the palm of the hand. 

(b) and (c) By lifting the arm, straightening and turning it out at the shoulder and 
elbow, it will then be found easier to straighten the wnst and open the fingers 
and thumb. 
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Flj^itrc 27 

(a) Do not try to straighten tlic diild’s arm by holding above and below a joint. 
Trying to stretch a limb in this way will only make it bend more. 

(b) tly holding your hand over the Joint you can straighten and turn the limb in 
or out in one movement. 






(b) 


Figure 28 

(a) and (b) Typical positions of the severely spastic child. If we try to bend the 
foot while the legs are in this position, for example to put the child’s shoes or 
socks on, it will be found to be impossible. 

(c) If the hips are bent and the legs parted it will be found that this position will 
facilitate the bending of the foot. 
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(a) 



(c) 



(b) 



(d) 


Figure 31 

(a) Typical hand of a spastic child, hand clenched with bent wrist, thumb held 
across palm of hand. 

(b) Incorrect way to straighten wrist and fingers— by pulling on the thumb in this 
way, the wrist and fingers bend more; there is also danger of damaging the 
thumb joint. 

(c) By first straightening and turning out the arm it is then much easier to straighten 
the fingers and thumb. 

(d) Correct grasp to hold the fingers and wrist straight. 
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Figure 33. The correct way to control the child so that you can put him flat on 
Iris tummy. 

(a) At the same time as you lift and turn the head, start to bring the arm forward. 

(b) Turn the shoulder out as you lift and straighten the arm— your point of con- 
trol is over the elbow joint. 

(c) Holding the head up, keep the arm straight and in the air, as illustrated, until 

it no longer feels heavy and does not press down at the shoulder and then place 
the arm on the floor. Follow the same procedure with the other arm. Do not 
let the head bend forward. 

(d) If the arms are not too stiff, lifting the shoulder up and out with rotation of 
the trunk may be sufficient to facilitate the bringing forward of the arm. 
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(b) 


Figure S4 

(a) When placing s child over a rotler do not put him on the roller before you have 
got him straight as illustrated, This wiU immmise his difflcuities when he bes 
over the roller, 

When the child tries to take weight on his hands or play in this position, the 
tendency will be for his hips and tegs to bend. 

(b) This sketch Illustrates how by conlsolting the child by holding him at the hip 
joints you can keep his hips straight also his legs and at the same time turn 
them out. 



Figure 35. The normal sitting posiUon, the Wpi ate bent 
alignment, the knees are bent, the feet fbt on the floor. 


. the back and head 


in 


^•'v:tlrc. 36. One of the many sitting positions of a young normal child. Note the 
wide base and erect spine. 




Figure 37. The following are the reasons we do not encourage aoss-legged sitting: 

1. Because of the bending of all joints there is a danger later of hip and knee 
flexor contractures developing making it very difficult or impossible to stand 
the child later on. 

2. It is an asymmetrical position. 

3. There is too much weight on the outside of the feet which are turned in— a 
position of the foot that will develop later anyway in many cerebral pakied 
children when they start to stand and walk, we must try not to reinforce this 
tendency. 
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Figure 39 

(a) Floppy child sitting, unable to raise his head and straighten his back. 

(b) By placing both hands firmly (pushing down) over lumbar region (lower back) 
thumbs either side of spine will give the child a point of fixation and facilitate 
the raising of his head and straightening of his spine. 

(c) This can also be done as the child sits on your Igp. 
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Figure 41 

(a) Typical sitting position of the athetoid child, hips very bent with legs straight 
and wide apart, at the same time his head and shoulders are pulled back; this 
makes it impossible for him to use his arms for support or to reach forward to 
use his hands. 

(b) The child sits with his legs bent and together, he is held at the shoulders which 
arc turned in and brought forward, steady pressure is given. This will prepare 
him for the next stage, i.e. having his hands at his side and supporting himself. 
The same hold at the shoulders should be used. 




(b) 




(C) 


Figure 43 

(a) Typical standing position of a spastic child. The abnormal pattern of his legs 
give him only a small standing base (see also fig. (c)), his weight is taken on the 
toes or inner edge of the foot; this makes it impossible for him to transfer his 
weight sideways on to one leg to enable him to take a step forward. 

(b) To help this child to walk, straighten and turn out the arms held at the elbows, 
pushing the shoulders up and forward. This will help to straighten and part the 
legs and straighten the head, spine and hips. 
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Chapters 


CARRYING 


Great care must be latten when pidcing up and canying the cerebral 
palsied chad. The child should be its a good position before being lifted 
and given adequate support where necessary. Extra care should be taken 
when lifting the child who has little or no head control, remembering 
that good handling of the shoulder girdle and arms makes it easier to 
control his head, as descnbed in chapter 2. 

The first and most important point to remember is to sit the child 
up symmetrically before lifting him, bending him well forwatds at the 
hips. As we have already pointed out, many cerebral palsied children 
when lying on their backs have veiy stiff h,ps. It you feel resistance when 
bending his hips, tty to biing the head and shoulders forward at the same 
time as you bend his hips; or, with the heavier and older child, roll him 

forward and so facilitate the bending of the hips. Fig. 44 , page 70 shows 

Figs «?aun ™ 7^ 7 ? ‘n '’’“c 

^ pages 71.72, show the correct way of handUng the 

chdd psepaiasoty to lifting him, making it easiei both to lift and to hold 
him as you adjust his position for canying. 

down.*' '"'•'“S Wm 

Car too many chiWien, long after they aie babies arecarrieda. 

shown in Figs, 46 (a) and (b), page 72. Not only is this bad for the lilH 
emotionally, but it does not give Km a chance, if supported in IMs wav 
to do anything for himself, ft also robs him of the opportumVnf se ' 

what IS going on around him. Figs. 47 (a) (b) fc) naL 73 

wuy of holding ,he child with a good has; L ^^4 how W 
support can gradually be reduced. If held in this my ft S h, 
tolly that the child is able to put his arms around his mother's'nect 
provided he has the ability to grasp, and, secondly he is able to maV ’ 
use of what abihty he ha, ,0 balance. TTus 
look rtound while he is being carrierl (see also Fig. 48, page 74) 

seen thauh! oSg ft".: r K r 

;.giSalwaysmo,eap..l'LS„*,h=otot;:S^^^^^^^ 

-bmed piedominansly ,0 one aide.as we have already desciibM ldeally, 
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then, Ills motlier should just change him over to her other side, i.e, where 
the right leg is more apt to bend he should be held on the left side of his 
mother. In practice, (his is not always possible as most of us are either 
predominantly right-handed or left-handed. Fig, 49 (b), page 74, shows 
how this difficulty can be overcome. Figs, 50 (a) and (b), page 75, illus- 
trate methods for carrying spastic, athetoid or floppy children, showing 
the important points of control. Figs. 51 (a) and (b), page 75, illustrate 
how (he heavier cerebral palsied child is frequently carried and the 
correct way of carrying him. 

In our experience, althougli many children have to be carried 
about because they cannot walk, these children still sit on their parents’ 
laps, despite the fact that they have sitting balance and could sit on a 
chair or on a stool. 

Carrying the child should be kept to a minimum; this applies 
especially when at iiomc (sec Figs. 52 (a) and (b)). 



Figure 44. Incorrect way to lift a spastic child whilst he is lying flat on Ws back, 
making it harder to bend his hips, bend and open his legs and to bring his arms 
forward to place on your shoulders. 
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4S-C0IU. 

(c) An atlicloid clilltl lyinp, on liis back, the legs and hips arc bent but the head, 
shoulders and arms press back, the spine is often stiff. Lift him by placing your 
arms under his arms, your hands on Ids body as illustrated. By pressing your 
hands gently in and at the same time pushing with your forearms, his head and 
arms will come forward. 

(0 If the child has this pattern of head, trunk and arms and also very stiff straight 
hips, control him in the same way as in fig. (a), at the same time turn him on 
his side Ircforc you lift him and you will find it easier to bend his hips and legs. 



Figure 46 

(a) A child canied as a baby, completely supported and unable to look around. 

(b) Note when carrying the child in this way the tendency is to pull him towards 
you, especially at the hips. As explained in Chapter 2, page 49, this is an abnormal 
position and similar to that which the child adopts when lying on his back. 
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{•Iptrc 48, A rallicr primitive but nevertheless effective way of carrying a severely 
affected child, giving him complete support and leaving your arms free. 



Figure 49 

(a) The normal child being carried by his mother bends his left leg (the outside 
leg) and straightens the other. 

{b)If a spastic child tends to adopt this pattern of the legs in all positions, instead 
of changing him to the other arm, bring him forward and in this way you will 
be able to bend and part both his legs. 
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Figure 52 

(a) The spastic child who in all positions has his head pulled on to his chest, amts 
bent, spine rounded, often has difficulty in extending his hips. Tlie ‘position’ 
of carrying reinforces all these difficulties-avoid canying whenever possible. 
When he is at home, try holding him as illustrated, this will help him extend 
his hips, stimulating his back and head to extend. 

(b) Same type of child as illustrated in fig. (a) carried by both parents, fun 

for the child and at the same time good for treatment. The legs are held apart 
and out at the hips, the feet flat against your body. When the hips are really 
straight and the child has no spasm push up with your thumbs from the bottom 
of the buttocks, stimulating the back and head to extend actively. 
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Chapter 4 


BATHING 


Bathing the cerebral palsied child is never simple. While few difficulties 
may arise when the child is srnall, they become more apparent as he 
grows older. The severely handicapped child will be unable to sit in the 
bath or to use his hands to hold on for support; others may have an 
ability to sit but, having insufficient balance, will have to rely on their 
hands for support all the time. 

In order to realise the importance of balance, consider yourself 
when having a bath. You will notice how much balance is required when 
lifting your legs to wash your feet, or the comphcated movements neces- 
sary for waslimg your back. This will give you some idea of the diffi- 
culties your child will have in trying to keep his balance. 

Here are some suggestions that may make bathing the child easier. 

With the younger child the care with which you handle him before 
you put liim in the bath is most important. The inethods described in 
Cliapter 3, dealing with picking up and carrying, may prove to be a use- 
ful guide. 

Some babies and young duldcen have a ‘startle reaction*; arms 
slwot out and up and the hands open, this happens if the child is tilted 
backwards. Reinforcement of this ‘startle reaction’ makes sitting and 
balance m any position impossible, and prevents the chOd from holding on 
or supporting himself on his arms, and must therefore be avoided. 

The effects of this reaction can be reduced to some extent by sit- 
ting the cliild in a good position with his head and arms forward before 
attempting to lift him into his bath. See Fig. S3, page 77. Maintain this 




position while lowering him into the batli, rather than putting him in a 
hafl-lying position, as the difficulty of correcting this position when he 
is wet will obviously be greater. With a very young baby who has a strong 
'st.arllc reaction’, washing him is simpler as shown in Fig. 54, page 78. 

before slartitig to wash the child, be sure that he is sitting in a sym- 
metrical position, his head in mid-line, arms both forward and Iris weiglrt 
ccpially on both buttocks. 

Tire difllcuttics in lifting the child out of the bath are of course 
greater than when putting him in, as then he is wet and slippery; control 
will be easier if the child is bent well forward from the Irips, and if he is 
wrapped in a towel before you lift him. This is possible by first letting 
the water out. 



Fif^trc 54. A simple way of holding a young baby to wash who is very extended 
or has a ‘startle reaction’. 

If the child is to feel safe and to enjoy bath-time, he must be 
handled slowly and be able to adjust himself while you move and wash 
him; as he grows older the best way to do tliis is to tell Irim what you are 
going to do. Start off by touching and naming the taps, explaining that 
one is for hot water, the other for cold; show him how you turn the 
water on and off and demonstrate the difference in the sound between 
a heavy or light flow of water; show him the plug and explain how it 
works. Let him see you test the temperature of the water. In this way 
you can make a game of bath-times and will find it much easier to secure 
his co-operation. 

Wlien he is in the bath let him feel the difference between a dry, 
wet, or soapy sponge; try to relate the way you are bathing him to the 
way he should bath his toys; let him try to copy you. Have floating toys 
in the bath; very often the cerebral palsied child can manage to play 
more easily with floating toys as he can move them around without 
undue effort. A length of polythene tubing now sold to play with in the 
bath will provide fun for the child. 

Before starting to teach him to wash himself, it is worth while to 
play with him as suggested in Chapter 1 1 , page 191. 


78 



As the child grows and you have to start bathing him in a normal 
size bath, the problems of handling become greater. Whereas the baby 
bath can be placed at a convenient hei^t for you to manage, a normal 
sized bath is deep and awkward in sh^e. >Vhen the child starts getting 
too heavy for you, try to lessen the strain on your back by sitting on a 
stool or kneeling on a cushion. Slcadyingyourself in this way you will 
be able to lift the child more ea^y. 



'“'’T' f“ 'h' back ana 

help him to remain in » sitting pontion. 

Soma paraofsat tte 'm Selwaen sfage’ bathe their child either in a 
deep sirtk, so that the child can sit on the draining board, or place the 
baby bath in an adult size bath. ^ 

Hat (he bath has a non-slip surface, (ntfic baby bath a tuikish towelLne 
nappy ,S petfeciy adequate, in the nocmal site bath a rubber mat wilh * 
anciror, cups underneath (s best. These are reasonable in price and ran 
be purchased rn any large ehemist. Some small chidten fraT 

happier if, in addition to a rubber mat, they sit inside two rursK^r • 

« shown m Fig. 5S. page 79. two rubber rings 

Nornatly a bath rs jo shaped that (he only way one ran .ti 1. ■ 

wth the legs straight out. As this is the easiest 4y for an athetoid , . 

to proWerna arc not so great as ate (hose of the spastic. Wh^ the solvin' 
childtjiestositvathhttlegsouiinfjontofhim hftrmr^ •< pastic 
to bend hrs hrpa or („ Z pL to l^s'andthf 

balance, figs. 56 (aHe). page 80. show various types of »aX, “ 
be used ,n the bath for He apaaric cftdd end which wHf erWetta^o" 
bend at the hips and knees and make it possible for him to sit We hav 
not used a roller ,n the bath, bu( »*em fla( aeats areZ ,hf!' 1 
this could be tried, placing the roller lengthwise 

ske.ched.„P,g.56,e,,p3ge80.reclyraSV“eToV: 
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(c) 



Figure 56. Various types of seats that can be bought or made for use in the bath. 

(a) Simple stool with suction cups on the legs, seat covered with terry-towelling or 
rubber. 

(b) Seat for the bath with terry-towelling, more commonly used in the United 
States. 

(c) Bath seat that can be bought at most large stores. 

(d) Two pieces of wood, which are slotted to allow for height adjustment, and fit 
inside the bath thus forming a seat which is covered in rubber. 

(e) ‘Safa ’-Bath seat. We have had excellent reports of this bath from parents. 
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handicapped child, and now on the n^itket, has been found satisfactory 
by many parents: it h called ‘Safa-Bath*. 

An older child, who has started to bath himself but who has not 
yet reached the stage of being able to step over the edge of the bath, can 
be gven a box, stool or table of the right height on which he can stand 
or sit before stepping in. Make svre that he has something on which to 
hold’ bats for tWs purpose can be obtained at most stores. See sketches, 
Fig, S7 (ai and (b),page 81. 





Fiture 57 Vaiieus wayi of making »( rasterfor chiW 
Md lo manage on Wj own. 


to get in and out of the bath 


, ^ ® ch'M. m veo' tittle water 

o (hat can be warhed lyrng down. If he has some degree of head-on 
trot, one of the ruction cushions made for the bath agatasl whVeh he can 

test his head, is useful, Webbny. as stocfiedni Fig 58 page 82 will h t 

the mote «ve,e|y affccied atheroid child to sit in L ” 

I'nandouhZttrswhVh™^^^ 

ably on it. reported favour^ 
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I'lf^urt 5S. Wcbbitif, that tnay help the atlictoid child to sit in the bath. A similar 
attachment can be used on the wash basin. 

The following items of bathroom equipment may help the child 
when he reaches the stage of bathing himself: 

A glove or mitt-type flannel; 

A mitt-type loofah; 

A wooden nail brush with dented sides which makes it easier to 
to grip, or a piece of webbing over the top of the brush through 
which the hand can be slipped; 

A long handled back brush; 

A liquid soap container; 

Soap and nail brush with suction caps to be placed against the 
bath or on a bath tray; 

Hand spray attached to taps for rinsing if a fixed spray is not a 
permanent attachment; 

A large bath towel with a hole in the middle which can be slipped 
over the head, a terry-towelling wrap, or a towel with a tape on 
it which can be tied to the wall. 
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Chapter 5 


T01LET‘TRA1NING 


It is easy to become over anxious when trying to ‘toilet train’ the cere- 
bral v»alsved child. One of the mistakes most often made is to try to train 
too early,tcsultmgin over^nxicty at apparent failure. 

The bUddet of a new born baby is easily stimulated and is not 
under the child’s control, fact, some oetebtal palsied children con- 
tinue to suffer from this type of ‘baby bladder’ for an extended period, 
and training during this period will have little or no effect. 

The normal clnld, until he is. about one year old, does trot associate 
ids pot with Its functions. At about the age of one year he be^ns to have 
some idea of the purpose of ‘potting’, and starts to indicate his needs 
by gesture. Gradually he begins to talk and learns to asJc for his pot. 

Vrtretr he statts to walk, he becomes so absorbed m what he is doing that 
again he often makes his needs known too late. Nevertheless he is 
gradually improving, and eventually reaches the stage, around two years 
of age, when he is partially toilet trained and can manage to restrain 
himself until he has fimshed playing or whatever else he is domg. Gener- 
ally at this moment one «eshim wriggling and jumping about. He will 
be about four years of age before he starts to lake himself to the lavatory. 

The process of toilet training is a gradual one, and can be easily 
upset by emotional stress, excitement, new surroundings, and during the 
first few days of school. The time taken to train normal children vanes 
considerably, and is by no means easy. 

Very often a mother will find that, having as she thought suc- 
ceeded m the toilet-traming of her child, he reverts to earlier habits. She 
M then faced with the need to commcrice training again, a process in 
wliich a great deal of time and patience is essential. If u is so difficult to 
toilet tram a normal child, how much more so is it in the case of the 
cerebral palsied child. 

The best way of tackling the problem of toilet training Is to ‘pot’ 
your cluld every hour when be » at home, even though he may no 
longer be i baby, thus establishinga tegular routine instead of at odd 
intervals. Onfy frequent and regular potting will lead to success. Tell him 
why you are going to put him on his pot, and what you expect him to 
do, he must develop a wish to please you otherwise he will see no reason 
why he should not continue to soil his nappies. When he learns to under- 
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stand Init starts to cry because he wants to gel off, be firm. Lengthen 
tl\c time gradually that lie sits on his pot and give him a toy as you would 
a normal young baby, but be sure he understands he is there for a specific 
purpose. There is always the danger of the cerebral palsied child being 
distracted if you give him toys, so as soon as he reaches the stage when 
he should be toilet trained do not give him anything that will prevent 
him from concentrating on what he is doing. 

The greatest difficulty often found is the child’s inability to sit 
and to relax, or to be in a position in which to be able to press down for 
emptying his bowels, making release possible. For this reason the correct 
type of pot and its position is important, as also is the position of the 
child on the pot. 

A boy’s pot, with raised sides and something on which to hold in 
front, is most satisfactory and will give the child added security, helping 
him to overcome his fear of falling. 

A clear plastic is a good material and avoids the necessity of lifting 
the child to see if he has finished. A small strip of foam rubber around 
the rim gives a firmer base for sitting. 



Figure 59. Pot fitting into a cardboard box. Bar to hold on to. 

As to the position of the pot, if this is placed on your knees the 
younger child will be more relaxed, and you can support him, which is 
essential if he has poor head control and no trunk balance. You can also 
hold Ills legs apart. 

We have found that, as the child’s balance improves, it is useful to 
place the pot in a cardboard or wooden box. Fig. 59, page 84, Later the 
corner of the room or a triangle chair, without the upright bar can be 
used, always with a stool, chair or box in front so that he can hold on, 
or at least have his arms forward. The ‘potty chair’ when needed must 
be chosen to enable the child to sit as relaxed as possible, and he should 
still have a stool or chair in front of him. It is better, however, whenever 
possible, to make adaptations to the lavatory (see Fig. 60, page 85). 
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Lavatory seats. The ordinary ‘Kiddicraft* seat can be used for 
small children, followed, when necessaiy^by toilet seats made cspedally 
for handicapped children. Two stools or boxes, one under each foot, 
will help, not only to give security, but also to allow the tummy muscles 
to relax. Fig, 61 , page 85, shows a simple way of making an adsptation 
to the lavatory. 



Ft^ure 60. Example of a good ‘potty cfoli*. Solid base, untippable. If the child's 
feet do not reach the floar, a slim wooden box should be put under the feet. 



Cf neml points to |)cnr in mind In toilet training 

As ll)c skin of cerebral palsied children is often very sensitive we 
recommend, to prevent chafing, any of the many nappy liners on the 
market, or the use of pads of soft cellular cotton inside the nappy. 

If, hy the time your child is three or four years of age, he is still 
not toilet trained despite the fact that he knows he should ask for his 
pot, take (litn out of nappies; this will make him feel more uncomfortable 
and more inclined to ask for his pot. See, of course, that at that time he 
is dressed in easily washable clothes. 

Cerebral palsied children often suffer from constipation. Take care 
that this condition does not become chronic and, if necessary, consult 
your doctor. Putting the child in a .squatting position, or on his back 
with his knees against his tummy, for a period of time, may help him. 

Boys take longer to train than girls. Both will be dry and clean 
during the day before training is successful during the niglit. 

Bowel control is normally acliicvcd before bladder control, as it 
is easier for the mother to ‘catch’ him. 

Do not start using a bottle for a boy unless liis handicap is so severe 
that it is impossible for him to sit; use of a bottle is far too abnormal 
for everyday life. 

A child will not be able to sit alone on his pot or on the lavatory 
scat until be has head and trunk balance and can sit with his hips and 
knees bent and apart with Iris feet flat on the floor; he also needs the 
ability to bring his arms forward to hold on to a support. 

The height of the lavatory will obviously make the child more in- 
secure. Always sec that his feet are supported, and if he has to rely on 
his hands to help him to balance, that he has something witliin reach on 
to which to hold. 



Chapter 6 


DRESSING 


piidt to the noxmal devtlopmetital stages that lead to the 
cWtd*& ability to dress and undress himself 

(a) A normal child starts to co-operate wth his dressing at about twelve 
months. He begins by holding oo* his foot for his shoe, or an arm for 
a sleeve. 

(b) At about eighteen months, at the tame time at he achieves unsup- 
ported sitting, he does not have to rely on his hands for support and 
he deliberately puUs off Ws socks, shoes and hat. Previously he ntay 
have snatched them off, but unintentionally. 

(c) Between eighteen months and two years he will co-operate more and 
more, starting to help to undress Wmself at about two years of age. 

He first starts to take off Ids clothes, and, gradually, as his hand 
movements become more co-ordinated, he begins to be able to put 
clothes on. 

(d) Between four and five he can dress and undress except for buttons, 
ties ai\d laces, and enjoys doing so; he attempts to lace his shoes but 
without appreciating whether or not the laces are in the correct holes. 
During this period he learns a lot by copying the way his mother does 
things and by expenmenting with his own clothes or with those 
belonging to anyone else that he can find. 

In dressing, as in all functional actjvilies, the aim fcom the very 
beginning is to work towards maximum independence within the child’s 
capabilities. The first stage in this programme is to gain the child's inter- 
est m what is being done, and, as his abilities develop, to try to gain his 
co-opcration. 

It has to be remembered that a normal child is about twelve 
months of age before he begins to co<»perate in a very simple way with 
his dressing, and at least five or more years before he is completely 
independent. It takes him all this time before he can master the rather 
complicated movements requued to put on and take off his clothes and 
to have sufficient balance to do this safely without falling over. A child 
of three-and-a-half should be able to lace the holes of his shoes, but unUV 
he )$ five or more wjJ) not be able toappreciste which holes to lace and 
in which direction. Similarly a duW may push his feet into his shoes at 
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thtoe-;tnd-a-li:ilf to four but it docs not become apparent to him which 
shoe p.ocs on which foot until some time later. In l^act the apparently 
simple activity of putting on and taking off one’s clothes is far more com- 
plicated than is generally realised and follows a definite pattern of 
development although with individual variations. 


Dressing and undressing n cerebral palsied child 

When a spastic child reaches the age of about eight or nine months, 
or earlier in some cases, one may begin to feel resistance to certain 
movements as he is dressed and undressed; his legs may be difficult to 
part to put on his nappy; his arms difficult to straighten to pull them 
through his sleeves, and so on. 

The athcloid baby docs not present the same difficulties as the 
spastic baby. The mother may find that her child kicks persistently but 
at this stage she can still manage to dress him while he is lying down. As 
he gets bigger and she tries to dress him when sitting up, however, she 
will find him much harder to handle due to his lack of head and trunk 
control and, in some eases, to extensor spasticity which may have 
developed. 

It is never a good idea to generalise in these cases, but most cere- 
bral palsied children stiffen up and become more difficult to handle 
when they arc lying on their backs than when they are in any other 
position. This becomes more obvious as they grow older and athetosis 
and spasticity become stronger. Most children have a tendency, when 
in this position, to push the head and shoulders back, straightening and 
stiffening hips and also the legs, which they often cross. 

In order to gain the child’s interest, he must first understand that 
he is going to be dressed and undressed, and what is being done and 
why. This is difficult if he is lying on his back and cannot see properly 
what is going on. If he is constantly dressed and undressed as if he were 
a doll, he cannot be blamed if he becomes quite detached and passive, 
showing no interest. Aim at dressing and undressing him as soon as 
possible in side-lying, or, preferably, sitting up, when he will be easier 
to manage and will have much more chance to see for himself what is 
going on and be stimulated to help whenever he can. 

When a child is severely handicapped and is becoming heavier to 
handle, lying on his back is often the only way possible in which to dress 
and undress him. If one first puts a hard pillow under his head, seeing 
that his shoulders are also raised a little, one will find it easier to bring 
his arms forward and to bend his hips and legs. 
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Lying on eUViei ade 

With some gannents it is not always practicable to dress your 
child while he is lying on his side, but it is suggested as an alternative 
because many mothers, to our knowledge, have found this a useful 
position as the child is not so stiff. If you have difficulty in dressing 
your child and are unable to do so in a sitting position, you should pve 
this method a trial. 

The following advantages have been found: 

(i) By rolling the child from side to side, both before and as you 
dress him, he is not in any one position for long, does not there- 
fore become so stiff and is easier to handle. 

(ii) There is not so much tendency far the child to push himself back 
when he is on his side, and the shoulders and head are easier to 
bring forward. It is. therefore, eaacr to pul clothes over the head 
and around the shoulders, and if there should be fasteners down 
the back, it is easier to reach them. 

(ill) With the shoulder forward there will be less resistance to bringing 
the arm forward and to stiaighleiung the elbow, when , for ex- 
ample, putting his arms through fus sleeves. 

(iv) In many cases the child’s legs and feet bend more easily in this 
positiort, and pants, socks and shoes can be put on with less of a 
struggle. 

(v) Being less stiff on his side and with the improved head and eye- 
hand control which this position promotes, the child has a chance 
to see what is going on . He can start to cooperate and help with 
his dressing. 

(vi) In certain cases mothers with babies who have very stiff legs have 
told us that they find side-lying an easier position to part the legs 
of the baby when putting on his nappy. 


Sitting on your lap 

U IS most important to see that you have provided your child with 
an even, sale base on which to sit. 11 he is leaning backwards he ivill tend 
lo fall back. If he takes his weight on one buttock only, his balance will 
become precarious and he may fall to one side, and you will start at a 
disadvantage when you try to dress him. In many cases, the struggle one 
sometimes has lo get a child’s arm through h»s sleeve could have been 
avoided if it had been noticed that the child has slipped back on his seat 
while being dressed, for it is very didicult to bring the arms forward 
while the trunk and shoulders remain back and the hips extended. A 
cerebral palsied child who cannot sit and mamiain his balance unsupported 
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is cnsier to dress if lie sits with Ids back to you Icaidng well forward (see 
luf's. 62 (a) and (b), page 90). In this position you can keep his legs apart 
and his hips bent. It is also an ideal position for the child who is in- 
clined to straighten his hips and to fall back when one lifts his arms up 
or tries to bend his legs, especially when putting anything over his head. 




Figure 62. By controlling the child from the back whether on the floor, or on a 
table or a stool, you can keep his hips bent and his trunk well forward. In this way, 
lifting his head, lifting and bringing his arms forward, or lifting and bending his 
hips and legs wiU not immediately upset his balance. He is in a good position to see 
what you are doing and later to start co-operating with his dressing— and his hands 
will be in the same position as yours when he starts to dress himself. 


When your child grows heavier and older, Fig. 63, page 91, shows 
a position in which handling may be easier and which makes it possible 
for him to co-operate. When dressing or undressing a more severely 
handicapped child, sit in front of a mirror so that he can see what you 
are doing. 
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Figure 6S. Dressing the older heavier child. It is more satisfactory if you can sit on 
a stool that will enable the child to have his feet fbt on the floor. 




Stiggestions for hnndling In dressing when tlie child starts to co-operate 
and finally lakes over for himself 

ll is most important that your child should be as independent as 
possible by the time he reaches the age to go to nursery school or, later 
on, to school. You should therefore try to gain Iiis help and interest at 
an early age, for the longer he is dressed and undressed by you the less 
inclined he will be to try for himself. 

Your child should be ready to start to dress and undress himself 
when he has sufficient balance to enable him to sit leaning forward freely 
and to reach out with straight arms and grasp, relying only occasionally 
on one arm for balatKc. The co-ordination and manipulative ability 
necessary to enable him to use his hands for dressing is described under 
chapter 1 1 , ‘The link between functional activities and play’. There are 
some children who, though quite severely handicapped and have no 
sitting balance, nevertheless, have good hand control; these children can 
often start to dress and undress themselves when lying on their backs 
or side. See Figs. 64 (a), (b), (c), page 91, for various positions and sug- 
gestions which will help such children to reach a degree of independence 
in dressing. 

We pointed out in Chapter I, how important it is to talk to the 
child while he is being handled, even thougli one may often have to answer 
as well as to ask the questions put to him. We have only to watch a normal 
baby being dressed and undressed to realise how a mother chatters spon- 
taneously to him and how, even before he can talk, he babbles in response. 
Many cerebral palsied children are unable to respond even in this way and 
in time it is easy for a mother not to bother to talk to her child and to 
dress him in silence. 

A normal child also has the advantage of being able to ask 
questions when he is puzzled; to learn by trial and error; to make use of 
and build up on previous experiences, and to ask for help immediately 
he requires it. Yet it still takes about five years before he is almost 
independent. One can appreciate that the cerebral palsied child, with 
his many and varying difficulties, cannot be proficient in his dressing 
and undressing unless he is helped in all his problems. 

As we dress the cerebral palsied child we can help him to get to 
know and feel the various parts of his body, naming them as we do so. 

We can explain that his socks go on his feet and why; that his jersey goes 
over his head, and so on. We can point out the various openings in his 
clothes, relating clothes to the parts of the body: for example, the head 
through the neck opening; the arms through the sleeves. We can help him 
to relate such phrases as 'push your foot into your shoe’, 'pull your arm 
out of your sleeve’, as we perform the movement and, if he is begininng 
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to talk, he should be asked to say the words at the same time as he does 
the actions. Later on colour can be included in the conversation, com- 
paring the colour of his clothes with other things around him. This can 
be followed, when he has reached the stage of understanding such things, 
by showing him which is the top and bottom, which is the right side and 
the left, which the inside and wWdi the outside. In this way he will not 
only be learning how to dress himself but also accumulating knowledge 
which he can use in other activities. 

It IS important, when finding out the ^fflculties the cerebral 
palsied child has when he starts to co-operate and take over his own 
dressing or undressing, that we try to understand j// the problems in- 
volved, not merely those of manipulation. Your child’s therapist wilJ, 
of course, explain to you the specific problems with which he has to 
contend. 

Ibrents should understand why a child is unable to put on his 
socks. Perhaps he cannot distinguish the tops from the toes, or see the 
openings, or understand what Is being asked of him. He may be unable 
to bend his hips sufficiently to enable him to bring his arms forward to 
reach his feet, or cannot bend one teg at a time, and his mother's 
attempts to bend his knee may result inhiships becoming straight, making 
him either fall backwards or, in some cases, collapse forwards. He may 
not be able to grasp when his arms are strai^t out in front of him, or to 
hold his socks and. at the same time, to pull them up; or he may drop the 
sock when he turns his head to look at his hand. His balance may not 
be secure enough in silting, and he has to drop whatever he is holding to 
use one or both liands for support. These and many more probtems may 
prevent him from putting on his socks-i e. not one difficulty but a num- 
ber of difficulties interacting on each other. We must analyse his prob- 
lems carefully and licJp him with them before we can expect him to be 
independent (sec Figs. 65 (aHg).page 94. 

When he starts to dress himself, watch carefullv to l 




Fiffurc 65. If your child has the following difficulties, suggestions of points i 

illustrated before he makes the movement. 

(a) The alhetoid child when making an effort to speak, or as he raises his ari 
dres.s, his feet may come off the floor and his legs may part. In this case i 
pressure down over the knees keeping them together, or apply pressure c 
of the feet. 

(b) Tile spastic child when lifting his arms may extend his hips and knees ani 
backwards. In this case place your hand on the lower part of his spine an 
him forward. With very spastic children keep the trunk well forward and 
same time hold the legs apart and outwards at the hips. 

(c) When the spastic child uses one hand to dress or pulls his clothes down o 
side, one leg may fall ‘outwards’ pulling his pelvis round and upsetting hi 
ance. Place a hand on the outer side of the leg to prevent this. 

(d) , (e) and (0 Pulling socks up, one leg may straighten and he will fall back 
his arms and losing his grasp. Placing your hand on the lower part of his s 
will help to keep his hips and legs bent and enable him to keep his should 
forsvard and use his hands. If his grasp is podr when his arm is straight, h 
by keeping the leg bent by holding under his thigh. If the bending of one 
makes the other straighten use the same grasp in (f) to stop this. 

(g) Looking at their hands wWle they use them is difficult for many cerebral 




his legs stiff and hips straighten, or in the athetoid child, causing his 
feet to lift off the ground and lose his balance; 

(c) trying to hold with one hand while he moves the other; 

(d) having to hold and lift his clothes, espeaatly pulling them over his 
head, without falling back; opening his clothes, for which he will 
need both hands; 

(e) starting to put on his sock and teaching down to his foot to pull it 
over the heel; 

(0 starting to pull down his pants; doing up and undoing fasteners, es- 
pecially those at the back, and so on. 


to open. This, as we have explained earlier, can be avoided to some 
extent, if you first see that he is sitting syinmctrically. 

3, If you have difficulty in getting your child's arm through the armhole 
or sleeve because he is pulling back at the shoulders, see that he is 
bending forward sufficiently at the hips, as this will make it easier to 
bring his arms forward. 

4, If your child is inclined to fall forward in sitting, the pressing down 
of his head and arms should be stopped before you start to dress him. 

5. Always bend your cliild’s leg before putting on socks and shoes, as 
with a straiglit leg the ankle and foot arc stiffen and the toes more 
apt to turn under. 

6. When pulling on nappies have a pillow under tlie child’s head or 
under his hips; this will make it easier to bend his hips and knees and 
to part them. 



Figure 67. Where balance in sitting is still not good enough to allow the child to 
have both hands free to dress himself and he has the tendency to fall backwards, 
use the corner of the wall to give him support. See that his clothes are within reach 
fay his side, and if necessary have a stool or chair for him to hold. 


These are only a few general points of advice and obviously they 
may need adapting to meet the specific difficulties of each child. 

Do not continue to dress and undress your child out of habit or 
just because it is quicker. If he is ever to learn to be independent, he 
must first be taught what to do and how to do it, and then be en- 
couraged to try for himself with guidance. 

Finally, but very important, he must be given a chance to manage 
on his own, remembering that he will learn to undress himself before 
learning to dress. This has the advantage that undressing is usually done 


in the evening when there is less rush and one can be more patient. If 
pressure on your time is a problem, the week-end is often a good time 
to allow the child to experiment. Leave him alone one day, when you 
feel he should be doing more for himself, while you carry on with your 
work, and on your return you may be surprised to find what his capa- 
bilities really are. Children can be very crafty; we have known cases 
where a mother has been called to the front door or the telephone to 
find, on her return, that her often bored and apparently helpless child 
has dressed himself, something which up to that moment no one believed 
he could possibly do. 



F^re 68 Give the child confidence when he starU to die« and undress himself 
Place a chair or table m front of him so (hat he can use It for support when 
necessary, place his clothes out for him to begin with. 


Rgs 67. 68 (aHd). and 69. pages 96-98, suggest various positions 
which will make it easier for the child when he starts to dress htmself 
and later to manage on his own. ’ 
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Clotliiiif! 

All mothers will no douht have chosen clothes most likely to make 
their task easier when they dress their child, or which arc simple for the 
child when he starts to dress himself. The following suggestions may be 
lonnd gonernlly helpful. 



t-'ifturc 69. liy turning sideways when sitting on a box or stool, the spastic child may 
find it easier to bend one leg without straightening the otlier and to reach his foot. 
Balance also will be better in tliis position. 


MATI'.UIALS 

Other than for linings, avoid materials that have a slippery surface, 
such as nylon, and be careful not to have a rougli surface next to the 
skin as rubbing will cause irritation very easily. Nylon material not only 
makes picking up and carrying the child more difficult, but if he sits on 
a chair with a slippery surface it becomes harder for him to balance. 

Knitted clothes or jersey cotton, are usually the simplest to take 
on and off, as they allow plenty of ‘give’. With the tweed types of wool 
on the market even top coats or cloaks can be made of wool. (This advice, 
of course, is based on climatic conditions in the U.K.) 

‘Terylene’ and ‘Bri-nylon’ are good because of their non-shrinking 
properties. We learn that ‘Quarpel’, an all-proof material— unfortunately 
not yet available in Britain— is widely used in the United States and we 
have some excellent reports on this material and also on waterproof 
nylon. ‘P.V.C.’ and allied materials are good for overalls as they can be 
washed down without being taken off. When used for feeding be sure 
they are the type of overalls with deep pockets around the front of the 
hem. 

To sum up, we recommend that the most suitable materials should 
have the following qualities: non-slip, non-shrink, and be light and 
washable. 
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Some suggestions on the most suitable types of clothing for the cerehral 
palsied child 

Vests. TVa wost suitable arc those which have the largest openings 
for the head. The envelope cross-over opening is the most satisfactory; 
for the older child shoulder straps. 

(b) fbnfs. For a baby or severely handicapped younger child, press studs, 
zips or lacing at each side save a lot of lifting when putting them on. 
For the older child, elastic-top pants. 

Py{amas. Elastic type neck opening, slip-over blouse, top with no 
buttons, elastic top to the trousers. 

Night-dres^ For the young child, back opening with tapes will make 
potting easier. 

{c) Jerseys The most important point about a jersey or T-shirt is to have 
an easy opening for the head; often they have elastic woven Into the 
material around the neck opening-this is excellent. A polo neck is 
also good. 

(d) Shirts. One of the difficulties with shirts is to keep them tucked into 
the trousers. This can be remedied by buttoning them on to the 
trousers or by means of tapes sewn to the bottom of the shirt. For 


Shanks, can be pUced through the Imk holes and can remain there 
permanently. To save buttoning and unbuttoning, edge each side of 
the opening of the front of the shirt with ‘Vekrome*. 

fe) Dresses and Dlouses. Blouse and slip combination for the older child. 
Tlic shift or pinafore dre»es arc the most practicable as they are 
Simple to put on and need no fastenings. They can be made of a 
vaivety of truteiwlsandare a\so easy to knit.a T-sVurt, blouse or 
Jersey can be worn underneath. 

(f) Overalls. In mstemls such as ‘P.V.C’ that can be sponged down, and 
with back fasteners 

(g) Sleeves All sleeves should be as loose as possible. The raglarj oi dolman 
sleeve provides the largest operung for the arm; this type of sleeve can 
be found jn a variety of garments. It is equally important to have an 
opening at the bottom of the sleeve Urge enough through which to 
shp your fingers and pull the child’s hand through. Opening the seam 
from tile neck down the arm will make « easier in some cases to get 
the head through. 

ib) Tights. For young children n^ts that come right up and fasten at 
the shoulders i e. using the same shape as for dungarees save an 
extra layer of clothes and keep them warm. 

Trousers. Short trousers are best for the chiM when he is still m 
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nnppics iis handling will be easier: the ‘Lidy Bird’ terry towelling 
all in one type of garment arc excellent for young babies. Dungarees 
are preferable to long trousers, especially when the child starts to 
move around, We have found ‘Bri-nylon’ cat-suits arc also excellent. 

It is possible to do away with zip or ‘fly-buttons’ by having no front 
opening and clastic tops to the trousers instead of fastenings. For the 
more severely handicapped child trousers with openings down the 
inside of the leg will make handling easier. 

(i) Coats. These arc usually hardest both to put on and take off; a cloak 
m the other hand is extremely simple as it has no sleeves. All types 
of ittatcrial can be used; a removable hood for the winter can be 
attached with press studs. Waterproofs are also made in a cloak design. 
For a baby a sleeping bag can be a good substitute for a coat. 

fj) Shoes. If a child is not walking and cannot keep his shoes on, a soft 
leather sole can be sewn to a knitted sock or tights. Special shoes and 
boots arc often prescribed for the child; they can be built up on the 
inside or outside, or have platform heels or without toe caps. There 
arc now on the market materials that are excellent for reinforcing 
the toe caps, such as colourless ‘Northill’ plastic, or acrylic of the 
Swedish type, both available from dental suppliers. Whatever alter- 
ations arc made to the shoes it is essential to watch the child care- 
fully for the first two or three weeks of wear so that any changes 
can be made immediately. For mildly affected children and some 
hemiplegic children we have found ‘Scholl’s’ sandals very good. 
‘Inneraze’ shoes and sandals are also advisable for some children. 
Elastic shoe laces do not require lacing or tying thus saving time and 
frustration. 

(k) Gloves. Mittens are sometimes easier to get on than gloves, especially 
for the hemiplegic child, and if tied with tape and brought over the 
shoulders and down the sleeves, will prevent him from losing them. 

(l) Hats. These are often difficult to keep on. The hood type with snap 
fastener or combined hood and scarf are useful. 

(m) Fasteners. Do without them whenever you can; but if you have to use 
them see that they are easily accessible and not at the back except 
for overalls and nightdresses for very young children. When your child 
is small, shoulder fastenings are the simplest. ‘Velcrome’ is a strong 
substitute for a zip and wilt stand up well to washing; it now comes 

in a variety of colours. Avoid buttons where practicable; if you have 
to use them, and your child is at the stage of learning to dress him- 
self, use a press type fastener at the back of the button rather than 
a buttonhole. Side openings should always be on the more affected 
side so that he can use his good hand to fasten, etc. Discarding 
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fasteners not only makes it easier for the child, but also cuts down 
the time taken for those dressing him. 

(n) Cat suiiL Many parents find cat suits made of stretch nylon wash 
better than *Bri-nylon’. The type of suit with thick studs on the 
shoulders has been found more satisfactory than zip fasteners, which 
are inclined to pull the material and hurt the child between the legs. 

Finally, avoid tight clothes. It is wiser that all clothes be loose 
fitting; so buy the next larger size. Tight socks, for example, can do as 
much damage to the feet as tight shoes. 
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Ouiplcr 7 


mini NO 


A f’cncrni guide to the norninl developmental stages that lead to self- 

feeding 

(a) Hiibics of a few weeks often rest a hand on their bottle while being 
fed, and bold the bottle with both hands at about five to six months. 
Gradually the hands arc brought in front of the infant’s face and he 
begins to took at them. 

(b) At about two weeks and sometimes even earlier he starts to put the 
fingers of one band to bis mouth without being conscious that he is 
doing so. This is followed by both hands, and he starts to suck them. 

(c) At about six months, when he can reach out and grasp, he will take 
a rusk to his mouth, suck it but quickly drop it, almost as though it 
were a toy. 

(d) At about nine months he will take a rusk to his mouth, but nowin 
a deliberate way as he wants to eat, and he will drop it only when 
he has had cnougli or his attention is distracted. 

(e) vSomc children, at about eight to nine months, will guide their 
mother’s hand when she is feeding them with a spoon, for now they 
understand that the spoon and the food go together. Babies differ 
considerably in this and some will never bother to help, or do so 
only when hungry. Others at this stage will help guide the cup to 
their mouth. 

(0 Between nine and twelve months a child will pass through the stage 
of putting his hands into his food for the joy of squeezing it, and 
then smear it over his face and anything else that happens to be near. 
At this time also the child will often snatch at the spoon when he is 
being fed, but will only use it to bang on the table, or plunge it into 
the food: he is still unable to use the spoon to feed himself. 

(g) At about fifteen months he has the ability to grasp the spoon with 
his whole hand and feed himself for short periods but in a clumsy 
way. Finding difficulty in getting the food on to the spoon, he will 
use his other hand to push the food on, dropping a great deal and 
turning the spoon over in his mouth -to get the food off. 

(h) From now on, through constant practice, his abilities improve rapidly 
and, by the time he reaches the age of two, he is becoming pro- 
ficient and usually insists on feeding himself most of the time. 
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Feeding and the cerebral palsied child 

The major feeding problems of the cerebral palsied child are the 
result of a lack of head and trunk control, lack of sitting balance; an 
inability to bend the hips sufficiently to enable him to stretch his arms 
forward to grasp, and to rnainlam a grasp mespeclive of the position 
of his arms; difficulty in bringinghis hands to his mouth and lack of 
eye-hand co-ordination. Once again it must be stressed that only by 
careful analysis of the child’s disabilities and abilities, can we hope to 
help him. We cannot expect improvement in the child’s feeding until 
we have helped him to acquire the fundamental abilities which will make 
self-feeding possible, namely, an abibty to move his head independently 
from his body and hands, and a good sitting balance. 


Some positions for feeding the young cerebral palsied child 

As we have stressed, adequate conlioi of the ‘whole’ baby is essen- 
tial while he is being fed. Otherwise he will become more spastic or have 
increased involuntary movements even before the bottle is placed into 
his mouth, thereby making it harder for him to suck and use his hps. 
Whenever possible avoid placing your hand on the back of the child’s 
head for support as this will immediately cause him to push back; Instead 
support him by placing your atm around the base of his skull seeing that 
his shoulders and arms ate well forward; this will enable you to have 
your hand free to control his jaw and lips when necessary. 

A good position in which to feed a young baby who pushes his 
head and trunk backward is shown in Fig. 70 (a), page 104, and modified 
for the older child in Fig. 70 (b), page 104. 


When feeding a child with a spoon do not tip him too far back, as 
this will result in ’bird feeding’ Have you ever tried to swallow or to 
chew with your head tilted back? It is almost impossible. Feeding m this 


position means that the spoon has to be placed at the back of the mouth 
and in this way ’infant swallowing’ at the back of the mouth is pro- 
longed. Fig 71 , page 104, shows the food being tipped into the mouth 
in this way Fig, 72, page 105, shows the correct position of the spoon 
holding It just m front of the child’s mouth to encourage him to come ’ 
forward In this way he learns to close his upper lip over the spoon to 
get the food off, and later to use his lower Jjp which will refract 
as he lakes the spoon out of his mouth. If the child cannot move him 
self forward, bring him fofH^rd towards the spoon, placing the fonrf .n 
a. the a.de of hta mouth ,f he i, utclttved to pu* it Z ZiZ tit 
Do not put too much food on the spoon at one time and finrf •> ri, ^* 1 , 

nettbr' = 4 
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Fipirc 70 

(a) A pood position in which to feed a baby who throws himself backwards when 
you sit him. The baby sits on his mother’s lap with a cushion behind him which 
is placed in our sketch against a wall. A chair or table can be used just as well. 
Facing the child in this way the mother can deal with any specific feeding 
difficulties such as poor head control, inability to close the lips when swal- 
lowing and in chewing. 

(b) Sit the older child astride your lap which besides making him easier to handle, 
is a pood way to keep his legs apart and hips bent. 



Figure 71. ‘Bird feeding’. Pushing the food into the child’s mouth while his head, 
shoulders and ‘arms remain back, making closing of the mouth and swallowing very 
difficult. 


Dq not prolong unnEcrsMtily reedingycmt child on your lap; as 

soon as he has developed some trunk balance and head control let torn 

be fed sitting on a chair. Try to see that, vdien the child is sithng on a 
chair beside or opposite you, you ate on a level with, or a little lower 
than he is, otherwise the tendenqi will be for him to have to look up 

loyouandpushbackhUhwd. 

If we look at the developmental sequences of the noijnai child we 
can see hov/ head control is directly linked with chewing and babbling. 
The first step when you feed your child/lheicfotc, is to control him in 



Fintre 72 One ol t>ie v.ayj ot conuoVkng»ehiUwht>pMjliw)usl»M()bscV when 
he h b«mt M (nice Mi'etch' affected child may also need his head supipotted 
by the top of your atm at the base of ftis bead 

such 3 way chat you stop his i^ntral tendency to throw himself back- 
ward, to slump forward, ot to lie m an asymmetrical position, before you 
help him with any speci/ic difflculltcs of jaw, lips, or tongue. 

To handle the cerebral pahied child well, either while you are 
feeding him or when he starts to feed himself, it is important to reaUse 
how h» specific difficulties are directly related to total abnormal pat- 
tetns. For example, an opert mouth,or a tongue thrust are part of a 
pattern of total extension a jaw and tongue that deviate to one side ate 
parr of a general pattern of asyiumeiry. lack of head control means that 
the child does not have the stabijjty necessary for the jaw, bps and 
longue to work in a co-ordinated manner. 

The early patterns of fecdutg are so closely linked to the develop- 
ment of future patterns of speech, that arty abnormal feeding patterns 
that arc allowed to persist or develop will ttrtalnly affect the chiid's 
attempts lo babble and. later, to make articulate sounds. By working 
closely with your speech theraput j/i preventing faulty feeding patterns 
you will also be helping the child to develop movements of the mouth, 
tongue and Ups which he wsU need when he starts to speak. 
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It would not be practicable in this book to attempt to deal in 
detail with the many problems that arise in the feeding of the cerebral 
palsied child. These problems need careful analysis and individual advice 
and cm only be dealt with competently by experts. We hope that the 
following will help to a better understanding of some of these difficulties. 

Some common problems 

Open mouth. One of the most common problems of the cerebral 
p.alsicd child is a constantly opened mouth, and it is important to realise 
how this will affect his breathing, feeding and speaking, and also cause 
him to drool continuously. An open mouth is part of the total pattern 
of c.xtcnsion which we must, correct or control not only during feeding 
times but in all his activities. 



Figure 73. Controlling a very flexed baby as you feed him, sitting astride your 
knee, a high table will help to keep the child’s arms up and forward, leaving your 
hand free to support his head and jaw. 

‘Tongue thrust’. Some children when feeding have a ‘tongue 
thrust’ which prevents food from being taken into the mouth. To over- 
come this difficulty they must learn to swallow with the mouth shut. 
Your child’s speech therapist will be able to show you the techniques to 
control the jaw and lips. 

Difficulty in sucking. Many cerebral palsied children have diffi- 
culty in sucking, due to their inability to use their lips and tongue 
adequately, and to poor breath control, which causes them to choke. 
The ‘gulping’ of large amounts of air may' be prevented to some extent 
by using an old-fashioned ‘banana’ or ‘boat-shaped’ feeding bottle which 
will give a slower and more even flow of milk. 
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To bridge the gap between sucking from a bottle and drinking from 
a cup, a polythene or polyester tube of small diameter can be used. If the 
chdd has difficulty in getting the liquid through, use a short tube, placing 
it in a horizontal position. ‘Gulping’ air and choking is also a difficulty 
experienced by the child when drinking through a tube. It has been 
found possible to regulate the flow of liquid by inserting a ball-bearing 
into the tube. The address from which these tubes can be purchased will 
be found at the end of the book. On no account should parents try to 
make these tubes themselves; unless the ball-bearing is properly inserted 
and fixed there is a danger of the ball being sucked or gulped up with 
the milk. 

The bite-reflex, i e. the immediale-biting on anything introduced 
into the mouth, should start to be modified in a normal child at around 
the fourth month. This precedes the chewing reflex which appears at 
about the seventh to eleventh month. Stimulation of the chewing reflex 
in the cerebral palsied child will in itself help to modify the bite-refiex. 

Chcu-ing. A child normally starts to chew at about the age of 
seven months; at about eighteen months he will be able to start eating 
foocb that are more solid, and by the time he is three years of age he 

or 

It is most madvhable to ketp a cerebral palsied child oo a diet of 
and mashed foods indefinitely; he, like a normal child, must have 
the stimulus of semi<olids and sobds to sictivate his bps and toneue in 
preparation for chewing which will be impossible if he lives onlv^n fnnu 
that need suctang. This transition from semnolids to sobds will onlv h ' 
possible If the child’s difficulties are firs, carefully analy ed ^y he sneecb 

To be able (o chew, as we have sairi, rt is essential tl,.i .r, . 
and bps are active. A simple method of saimulating lonme and 
place chocolate spread, or peanut butler, on the tin of ft. . 
ar ound .he l.ps, TTre .at. ,as,e of lemon rail and tdar 
of your speech therapist, ice cubes, may also be used It i. 
the whole of the tongue is actise so that it ra \ ** iniportant that 
the moulh fo, Chewi^ngand be'^U .'o'^la* he.Teru t * '‘k’"™/ " 
the gums and even to the roof of the mouth ‘Himr / ^ ^ 

(small pm Jiead sized pieces of sugar used fm cake d'"’' 
found useful for placing on and und„ tit longue and 'T 

cheeks and gums. Even when the child has develoid 
movements for chewing he will need plenry „f "'““'S' 

.ng.,mes.,,uw Ibis should he done,aL.hrl':^‘s:;:,r^^ 



(akinp into account the child’s likes and dislikes, will be explained to 
yo\j by your speech therapist, who will also show you the correct way 
to slimiiiatc tiic child’s teeth and gums and the inside of his cheeks, and 
liow to liold and move the jaw to facilitate the movements of chewing. 

The varioits cutters supplied with food mixers are a great help in 
grading food from the semi-solid stages to larger pieces. 

Tilt' i ntST STI-PS TOWAltDS SHU’-FEtDING IN THE CEREBRAL PALSIED 
CHILD 

During the first months, as already mentioned, a normal baby 
starts to look at his hands and to take them to his mouth. Two or three 
months later he begins to put everything within reach into his mouth. 

He also acquires the ability to close lus lips around his fists or fingers 
and can both suck and chew anything he can get to his mouth. 

The atlictoid child and the severely spastic child are often unable 
to reach even the stage of being able to bring the hands before the face, 
far less to hold and bring an object to the mouth. It must be appreciated, 
that there is a clear difference between the problems of these two types 
of children. The arms of the athetoid child are held away from the body, 
head control and ability to focus the eyes are poor, and grasp is weak 
and ineffectual. The spastic quadruplegic child (whose whole body is 
involved) has botli arms pressed against his sides or over his chest with 
the hands clenched, usually with the thumbs tucked across the palms, 
and has great difficulty in opening his fingers. 

On the other hand the spastic diplegic child (whose head, arms 
and hands are slightly affected) has no difficulty in reaching the stage, 
at about five months, of being able to take things to his mouth while 
lying on his back or on his tummy at play. However, this child’s diffi- 
culties will be seen when he is sitting. Having no sitting balance he has 
to rely on his arms and hands for support, and if he lifts up an arm to 
take his hand to his mouth or leans his head slightly back, he is in danger 
of falling backwards. 

The hemiplegic child will be able to follow with little difficulty 
the normal developmental sequences leading to self-feeding, but will 
only use and look at his good hand. If his sitting position is poor this 
will result in an increase of ‘associated reactions’ (see glossary) in his 
affected arm and hand. He will, experience difficulty when he starts to 
try to use a knife and fork. There is little point in forcing the child to 
use his affected hand unless he has a good grasp with that hand and can 
move his arm freely. The problem is that when trying to use a knife and 
fork the effort of cutting meat with the good hand makes the affected 
arm and hand too stiff to handle a fork and bring it to his mouth. This 
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is another example of an 'associated reaction’, and one that can be over* 
come by allowing the child to eat in a manner often adopted by adults, 
that is, first cutting up the food, laying down the knife and using the 
same hand to lift the fork to the mouth. The child should gradually 
learn to hold a fork m his affected hand and apply pressure with his in- 
dex finger. This is an isolated movement and he will have first to learn to 
point with his index finger while he keeps his other fingers bent before 
he can be taught to press down with a straight index finger, it must be 
remembered that even a normal child is not proficient in using a knife 
until he is about five years of age. 



Figure 74. If the child has a tendency to fail back when he hfii hi. . i. 
.roon to hi. mouth, p.. .«ppo„ „ ,u„,uaW.,MhB thou tym, WmTn hi. ch'aU 

f'"' >1° "M «pect 

mouthful to be a success: be pteparcd for a mess’ A P v r 
long Sleeves which fastenes down the back is a Wt’^aUhisT' u 
.hould bo giVth plthly of lime, ,„d uchiovenient 

he mil soon lose mterest and be happy to let you *’ ll"™' 

Until the child has acquired sumdent balance in dt'in'e h'"* 
adequately contiolled in his chair so that he has bnib h !i ? ''' 

first essential here ij a suilable chair, and when necet^"* 
or a Simple bell around Ihe middle. In the raseof '""P* 

child, a strap over the feet to keep them down often "'“i' 

stabilily . but only adopt this method a, a temnom 
as illustrated m Hg 74. page lop. ■"P'liary measure. Control 

A very Turn custiion or sandbag nfatt,!..., , 

no highy than 4 in., will help the child lo^epTh >Pme, 

him Stability. and give 

The type of table used must a 

the chJd-s handicap and age, |f . ^ on the severity of 

feeding, me one, but a, m„„ a, pe,.„|;s. “ towards 
' * table. 
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AUlioUfJi wc feel Dial ‘gadgets’ for feeding should be kept to a 
miiiiimim we have found the following useful. 

For the child who has difficulty in getting food on to the spoon, 
the steep sides of a small bowl will be found more satisfactory than a 
plate. A suction pad underneath will prevent it from slipping. If a deep 
sided plate c;m be managed, use (he type that can have hot water pul 
into the base to keep the food warm, as so many cerebral palsied child- 
ren arc slow caters. 



Figure 75. Simple modifications to normal spoons, forks and knives. We include in 
the sketches (c) an ice cream spoon which many cerebral palsied children prefer, 
(a) Round wooden peg, (b) Rubber-ball, (d), (e) Built-up fork and knife as des- 
cribed on page 1 10. (0 A table can be attached to the side of a wheel chair 
or damped to an ordinary table if it is too low. 

The handles of spoons, forks and knives should be ‘built up’ for 
the specific needs of the individual child, but it must be emphasised that 
these should only be used as a temporary measure. Plastic wood which 
can be bought at any hardware store and comes as a soft paste in a tube 
or tin can be used for ‘building up’. There are other substances on the 
market but these have to be ‘cooked’ first. 

One method of application is as follows. First cover the handle of 
the spoon, fork or knife that is to be built up, with adhesive tape; this 
will help the plastic wood to adhere to the handle. Mould the supports 
you require and when they are dry and hard they can be enamelled. 
These supports on the fork and knife for the thumb and index finger are 
built up for more advanced feeding and help to get an isolated finger 



movement, (see Figs. 75 (a)-(0» p2g® 1 1^^)- Learning to use a knife is 
pailiculaily difficult for some childien but there are combined knives 
and forks available that are m(»t useful. 

The cerebral palued child, like a normal child, will at first find 
it easier to hold a larger handle which he can grasp with his whole hand, 
rather than a thin handle which has to be held with the fingers. 



Before deciding wliich kind of spoon to give your cWld to use, try 
nil types and sizes, including a long-handled ice-cream spoon. You may 
he surprised to find that the spoon he can manage best is a dessert 
spoon; loo often a child is given a tcaspoon'as a matter of course, a 
spoon which, for many cerebral palsied cliildrcn, is the hardest of all to 
use. Some atiictoid children find a fork easier to manage than a spoon, 
but arc should be taken to .see that the child has sufficient control as 
the involuntary movements of the arm and hand may make the use of 
the fork dangerous. 

For drinking, it will often be found that a normal child’s baby 
beaker with a spout which controls the flow of liquid is a useful step to- 
wards a cup especially when the child is unable to hold his breath ade- 
quately, which is necessary for continuous drinking. This beaker has 
small holes in the spout which restrict the amount of liquid flowing 
into the mouth, yet the liquid does not need to be ‘sucked’ into the 
mouth as in the a.sc of a bottle or tube. Some manufacturers leave the 
spout sealed so that one can pierce the number of holes needed. This 
type of cup is particularly helpful for cerebral palsied cliildren who can- 
not close their lips to swallow, and should be used wherever possible in 
preference to a spoon, as the amount of liquid a child can take from a 
spoon is very limited. 

It must be stressed that these beakers should only be used as a 
temporary measure, and that the aim is to get your cliild to drink from 
an ordinary cup. Start with a large two-handled mug: only when he be- 
comes proficient with two handles should he try a cup with one handle. 

As with all functional activities the child will profit from practice, 
so work first with an empty cup, giving him the idea of the movement 
required, and gradually add increasing amounts of his favourite drink. 

What has been said in the foregoing is only a brief guide for those 
dealing with the feeding problems of a cerebral palsied child. 

Despite the difficulties, meal times should be enjoyable for the 
clrild and for parents. Try not to become over-anxious as he too will 
become over-anxious. 

Remember, that to teach your child to wash his hands before and 
after his meals, and to wipe his mouth and hands after he has finished 
his meal, are important items in his programme of self-feeding. 


Dental care 

A leading dental surgeon has kindly provided the answers to the 
following questions which, we are sure, will be of help. 
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(!) How orien and how young sbaoW tiw W btCo^e having hU 
ifeelh aeciy*! 

The child is never too young. In piefeiencc, the child should be seen 
at the same time as the parents or brothers and sisters. If the child 
attends at a sufficiently young age» not only will he become accus- 
tomed to going to the Denial Surgery but the chances are that no 
treatment will be necessary for the first few visits and this is of the 
optimum advantage in gainlnga child’s confidence. Every child 
should be seen by a dentist at four-monthly intervals. 

(2) Advice on cleaning teeth. 

While the deciduous (milk) teeth arc erupting, it is both necessary 
and easy for a parent to clean the teeth with cotton wool dabbed in 
bicarbonate of soda or saline or even water. At about 2 years old, 
the parent should use a small mfarel-size toothbrush with water and 
gradually introduce toothpaste. 

(3) The advantages ot disadvantages of an electric toothbrush? 

The advantages of an electric toothbrush for these children are corv- 
siderable. Several independent studies in the United States have 
shown that handicapped children using electric toothbrushes have 
substantially healthier mouths than those who do not. There are 
mainly two reasons for this, firstly, it is sometimes difficult for these 
children to make the correct brushing action with an ordinary tooth- 
brush whereas the electric toothbrush does it automatically and is 
easy to use. Secondly, the electric toothbrush massages the gums and 
suppoitingtissues of the teeth (nosjnally, notoriously spongy and 
swollen m a lot of these children). 

(4) Any special instructions to parents on the care of their child’s teeth’ 

The most important point of all is diet. Handicapped children are 
particularly difficult to treat dentally, therefore it is more important 
than ever that the parent should be exceptionaf/y careful about the 
child’s diet. This means the avoidance as much as possible of all 
sugary foods. Tliis includes, in particular, confectionary and sugar- 
containing drinks (e g, «(aminised syrups, squashes). If the child does 
have sticky foods, then these should be restricted to meal times 
only. The child should be encouraged to eat detergent foods (e.g 
apples, carrots, etc.), even if these are grated, in preference to 
sugary foods. 
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fjistly, because of tlic difficulty in treatment, those children not 
liviny, in fluoridated areas could usefully take fluoride tablets which 
pttrvidc a high degree of immunity to dental caries. They can be 
bought at most retail chemists and arc usually taken one a day. They 
arc most effective for children between 5 and 1 2 years but of course 
cm be taken until they arc 18 years of age. 



Chapter S 


PRAMS. PUSH-CHAIRS AND CHAIRS 


In this chapter we shall deal with some of the problems that may arise 
when the child is in a pram, push-chair or chair, attempting to give 
some practical advice on these problems, and trying to point out the 
ways in which they can be dealt with. 

As each child has his own problems and &fricuUies, and no two 
children arc ahke, there is no perfect solution. It is only by the careful 
observation of each child that the correct choice of pram, push-chair or 
chair can be made. 

We sliall use the same fundamental principles mentioned earlier, 
namely, looking at the child asa whole, reahung what movements he 
should be able to make, and therefore how he should sit and move when 
he is in his push-chair, or chair, and understanding the reasons for his 
difnculties. 

U IS essential that a child should at all limes be given the oppor- 
lumty of using whatever potential abilities he may have, allowing him 
to control and adjust his position by himself whenever possible, and in 
this way learning to get his own balance Therefore, the outside support 
given him and the adjustments advised should be restricted to the absolute 
minimum. just sufficient to prevent him from going wrong without inter- 
fering with hts own movements 

The pram 

Wlicn selecting a pram remember to take into account the child's 
difficuhies not only when he is sitting in the pram while it is still but 
also while it is moving. Select a pram in which the child can sit well. The 
cerebral palsied child is given a valuable opportunity to see and hear 
when sitting out of • ' 

lation Nothing can 

lying flat on his bacN, gji.mgui me iiuuuoi the pram or at the sky. 

What are the difficulties which will face the child when he is sitting 
in his pram*' He may bek head control, thus being unable to sit unless ^ 
he IS completely supported. He may push his head against the pillow 
whilst suaightcninghis hips and legs, causing him to slip down; he may 
bend loo far forward, allowing his whole trunk to fall forward, makine 
It impossible for him to lift his head and to look around, or hermy 1 
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lapse and fall over to one side. To avoid any or all of these from hap- 
pening, it is important that the child is supported wlicre necessary when 
sitting in the pram. 

The push-chair 

Many of the difficulties mentioned in connection with prams will 
also be met with when using a push-cliair; there are, however, additional 
problems. Is the scat or the back of the chair too soft, thereby making 
it impossible for the child to sit up and back at his hips, or making it 
impossible for him to lift his head owing to the rounding of his spine 
and the downward pressure from his shoulders? Is the foot rest the 
correct height, not too high nor too low? If it is too high the child may 
push against it with his feet, his head and body go backwards and his 
legs straighten and tend to cross, with the result that he will slip for- 
wards. If, on the other hand, it is too low, only his toes will come into 
contact with the support; this will have the effect of making liim extend 
Ins legs and hips. Care should be taken to see that the seat and the foot- 
rest do not become lop-sided, due to uneven pressure of weight by the 
child who is inclined to take his weight over on one side. A child may 
feel nervous in the push-chair, perhaps because his balance is poor and 
he is afraid of falling forwards or, maybe, because he has the type of 
pu.sh-cliair in which he sits with his back to his mother. 

There is at the present time no ideal push-chair; therefore before 
finally deciding, try a number of different types. Choose a basically 
simple model, for tiris is always easier to adapt. When you are buying 
a push-chair do not merely choose one from a catalogue, but take your 
cliild to the shop with you and try out the various models rather than 
find out the problems when you have bought the push-chair. Many shops 
will allow you to have a push-chair on approval and you should take 
advantage of this service. See how your child balances, not only when 
the push-chair is stationary, but also when it is being wheeled. 

Some of the following points may help when you are adapting the 
push-chair. Make sure that the back rest is firm; we have used a thin 
piece of plywood with a layer of foam rubber covered with washable 
material. Make sure that the seat is firm; here again a piece of thick foam 
rubber is useful. Cover the foot-rest with a rubber surface. Some children 
push themselves backwards when their feet come in contact with a firm 
surface; it is advisable in these cases to dispense with a footrest until 
he has learned not to push back. 

If the child’s feet turn in excessively, his hips and knees will also 
turn in and most likely one leg will bend more than the other. Fig. 81 
(b), page 121 , shows how, by the use of two padded blocks screwed 
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onto a duir, Ihf legs on be kept apart and the hips turned out. The 
push<h2it can be simihrly adapted- 

U poin straps are needed for the duW v.ho has no sitting balance, 
ttukt sure that the ansle of the straps across the groins is correct; the 
Straps should be tied dotvnw’ards and backwards. If they are too high, 

Or tied too ti«htly,thcy can cause the chad to have 3 spasm in the 
muscles of the hips so that he falls forwards and cannot lift his head. 
Another possible and painful effect ought be that the child will hollow 
his loner spine and at the same tiifie throw his shoulders and arms back. 

For the child who is afraid of falling forwards, the normal type of 
trav fitment ot a broad p\e« of webbing wdl mote confidence. The 

vi-ebbing need not be attached to him; it can be stretched in front of his 
wabt. Hating the sides of the push-chair blodted jn adds to the feeling 
of sccinity. The lack of stability, balance and head control of an athetoid 
child can be partially oountetacled by placing a sutall sandbag by the side 
of his hips, or a wooden rail across the end of the aim rests to hold on to. 

The chair 

What are the basic requirements for a suitable chair? The chair 
should enable the child to achieve a good head and trunk control so that 
he can balance, ^ving him every chance to move forward at his hips and 
shoulders in order to bring forward his arms to use his hands. A suitable 
chair, as we mentioned when describing the pushchair, may be a simple 
one that can easily have the required adjustments made to it. We have 
found that a noimai cluld's atm chair or, lor the oldei child, a wooden 
kitchen chair, not varnished or pohshed. is the best. 

If the child is severely handicapped, the chair must not only be 
easily adaptable but be of a sensible hei^t. $0 that handling the child 
is made eaucr. A child with no trunk control must be adequately sup- 
ported if he ts (0 control his head; but for the child who ishe^oin^to 
get his sitting balance, it is just as important for him to ait on a stool or 
box without a hackKcst.ie, with no support, so that he can practise 
balancing arid learn to regain his balance. 

Think carefully of the occasions when the child will be using the 
chair For example, for a severely handicapped five year old, it is far 
better to have a small wooden arm chau that can be adapted to his par- 
t/cular difficuities. so that he can jorn m the activities of his friends who 
will, most likely, be sitting around a small table or playing on the floor. 
Small castors can easily be fixed to the back )eg 5 otth& chsic to make 
this type of chan mobile. The diild may also need a special high chair 
for meal-times but this should not be used at other times. Whenever 
r*-»tble he should sit in Ihc diaira that are m general use in his home. 
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inclutlinp, the arm clrairs; the corner of a sofa would make a safe seat for 
it Severely handicapped small child who continually throws himself back- 
wards when sitting. 

b'or the child who cannot sit in a chair because he pushes back with 
his head, shoulders, arms and trunk, making it impossible to bend his 
hips, we have found control from the Ircad and shoulders very helpful. 
Here we use a towel or broad piece of webbing. See Figs. 77 (a) and (b), 
page 1 1 8, and Figs. 78 (a) and (b), page 1 1 8, controlling the pushing 
forwards of the head and shoulders. 



Fifnirc 77. Towelling or webbing controlling the pushing back of the head and 
shoulders. Place the towel around the back of the neck, over the shoulders, under 
the arms and tic or fasten with ‘Vclchromc’ behind the neck. Note: the dotted 
line in sketch is an extra band that can be added to stop the towel slipping. 



Figure 78. Towelling or webbing controlling the pushing forward of the head and 
shoulders. Place the towel across the back, under the arms, over the shoulders and 
tic or fasten with ‘Velchrome’ on piece of towel across the back. 

Wlten a child is constantly falling over to one side, one will usually 
find that one needs to give him support in two directions to help him to 
sit straight. Observe on which side he is taking his weight, and feel under 
which arm you get the most downward pressure. Figs. 79 (a) and (b), 
page 119, illustrate these points and the means by wltich they can be 
overcome. 
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Most athetoid children have dirficulty in keeping their heads still 
and this makes it hard for them to look at vdiat they ate doing; a beret 
with lead^hot insetted into it will somteimes help to give more atabiUty 
when, tor imtance,they ate trying to read or write, it may also help the 
sitting balance of the severely handicapped athetoid child. 

If an ordinary chair cannot be adapted to meet the needs of the 
child. an alternative is to use one of the chairs sketched in Figs. SO^SS, 
pages 120-1 26. Most of these chairs can be made by anyone wilh an 



Figurt ?9 

(«) The chUd jiM isymmeuically. no weight h taken on the left buttock, the head, 
right shoulder and right side of the trunk bend and push down on that aide. 

(b) A sand bag is pbced beside the left buttock to get the child stting symmetri- 
cally A piece of foun rubber is placed behind and sLghtly to the outside of the 
right shoulder to keep the shouWer forward and slightly towards the Je/t. This 
may not completely straighten the right «dc of the trunk but may go a long 
way to stopping it getting progressively worse- 


elementary knowledge of carpentry. Ihc chair shown in Fig. 89, page 
1 27 IS made from wueless packing cases wluch, aUho\igh firm, are 
easy to cut. If these cannot be obtained, thick foam rubber can be used 
as an alternative. 

Watch closely the child’s posture vdten he is sitting and be pre- 
pared fo nuke adjustments to the chair; it ts very unwise to postpone 
nuking adjustments merely on the grounds that he may need an entirely 
new Chau in a few mortths’ time. 

While on the subject of sitting, it is necessary to refer to tables and 
their use in conjunction with chairs. Figs. 90-92, page 128, show a 
’cut-out’ table used in conjunction wth a roller and triangle chair. 

Figs. 93-94. pages 129-130, shofwa way of using a wireless packing case 
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as ;i (uodificfl J.ibk' wliic)} ctn be used when the child plays while sitting 
on the floor. Fig. 95, p.ngc 130, illustrates the use of a packing case as a 
tal)lc with ft filmcfu and bar on which to hang toys for the athetoid 
child. 

The dtstiitice between the child's chair and the table will vary in 
accordance with the child’s handicap, the usual space being roughly two 



Figure SO. For the cliild who shows the postures illustrated, i.e. pushing back 'vith 
his head, making it difficult to bend at his hips and part his legs to sit, the 'Tri- 
angle chair’ may be of use. 

It is made of wood and covered with foam rubber with a washable material on top 
if required. TTic two wooden posts should also be covered. 

Note: The support comes up to the middle of the shoulder blades, the head being 
left free. 

Because of the difficulty the child has in bending from the hips and reaching for- 
ward with his arms to play, a wireless case as illustrated or a small box can be used 
as a table. 


inches. For the athetoid child, a table at just above knee level, with the 
cltair slightly away from the table, will help to counteract his tendency 
to fall backwards at head, shoulders and arms. On the other hand the 
spastic child will manage better if the table is higher in relation to the 
chair; this will help to prevent his tendency to lean on the table, pushing 
down with his arms and shoulders, making it impossible for him to reach 
forward with his arms. In the case of the ataxic child, the table should 
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be even hi^er in relation to (he chair, enabling him to steady his arms, 
making co-ordination of his hand movements eaaer, until he lias learned 
to time, grade, and direct his movements himself. 

Despite what we have said about adaptable chairs, the relation of 
tables to the chairs, and the fact that they may be comfortable or con- 
venient and so on, we must stress that the aim mast be to reach the 
stage when the child can sit at a table completely unsupported, without 
adjustments to his chair or for the need of a table to be placed in front 
of him. 



Figure 82. Construction of a Roller Chair. 

(1) Cut two end pieces A’ from V 2 in. thick plywood or blockboard. The measure- 
ments are as shown: 

jc in. is the height measured from the top of the child’s leg when sitting with 
his feet on the floor, and knees bent at right angles. 

Cut slots for the braces ‘B’ IV 2 in. deep and % in. wide. Tire top pair of slots 
should slant as shown. 

(2) Now cut the cross-braces ‘B’, each 12 in. long, from wood of section VA in. X 
% in. Glue, but do not yet screw these into place. Cut the back rest ‘C’ from 
’/z in. blockboard. This is 20 in. high and 14 in. wide. Screw this as shown with 
three or four % in.^ wood screws. The frame now has to be covered with % in. 
of plywood sheet D , 12 in. wide with the grain running across the piece. The 





Flptre 83. A chiM who li«s on his bsck as lUusttsted, (a) is unabk to sit as he can^ 
not b«nd St his tups or part and bend tus kgs. When heuies to use his hands he 
an only do so by pulling them aaoss his body or near his chest, this reinforces 
the stiffening of his hips and legs. 

Croln straps, or by placing poiu between the legs of such a child are quite inadequate. 
In an attempt to overcome these difficulties the writer devised a ‘Roller chau’, fb) 
a modiflation of the toilets illustrated in this book. 

By patting the legs high up it makes tt easier for the child to bend his hips and knees 
and keep his feet Hat on the floor and this should enable him to bring his arms 
forward and use his hands. 

Sole To get correct height of roller, measure from the heel (foot flat on the 
ground) to top of knee. 

Do not Veep the child more than twenty minutes at a Ume on the chair fas in anv 
chair). Children who show this pattern of stiff hips with crossed straight legs mav 

iilro If kept too long with legs parted and bent, reinforce this pattern * 



Figure 84. When a child has poor head and trunk control and is generally rather 
floppy (a) a ‘Halo chair’ (b) may be found useful. This idea was devised and 
patented in South Africa by a doctor. Where the ‘Halo’ is unobtainable, we have 
improvised by using a wooden frame and ‘baby bouncer’ attachments (see fig. (c)). 
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and knees aie neither straight nor bent but remain in a ‘mid-position’, 
and he vrill also have difilculty in lifting bis head. On the other hand, if 
the child b’es on his tummy supported by a bolster, roller or on an in- 
cline (see Fig. 96, page 1 31), you wU see that he will be able to lift his 
head and, at the same time, to straighten his back: this in turn will facili- 
tate the straightening of his hips and legs. There will also be less tendency, 
in this position, for the legs to cross or come together so much. It is advis- 
able to watch that his feet do not become stiff and pointed; when you 
are present of playing with him always spend a few minutes bending his 
ankles, ix. his feet up, for him while keeping his legs turned out, also 
check to see that his hips are not stiff. 


(a) 




PfureSS. 

(») Ulmg tn i ‘Halo chau’. the child wears a jacket made oF« « 
matenat Uced at the «d«. lha reaches level with his JUipit, 
onto the back and front of the jacket so that the sprmes at acKd^tr,^ ? . 

halo can be attached to them ^ ^ ‘'»oned to the metal 


For the small severely affecterl child who is very stiff wl,™ r 
on ho back, and who camrot be left on his own t, 

-« he o rmable to hft or torn his head in thrs pont.on-a 

be found useful. “hammock may 

^*“h“ble hammock can be made by sewinotfv,-*!. 

of deck chart material and attaching two shone rhi,.!*t ° 
temmock mn be suspended between Te „Sts “Ta f 

between two ttees or supports in the gstden Ce L „„ 

P;nd..h,ghettta„twoto.hreefeetron..heg,rdrFil'f^ 
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(a) 


(b) 



Pip.urc 86. These two solid arm chairs can both be purcliascd in most stores. 
Illustrated in fiE- (b) is a perpendicular post. One can be screwed to each arm of the 
chair for the child who finds it difficult to adjust liis sitting position without some- 
thing to hold onto. 



Figure 87. The ‘Star Rider’ car scat we have found most satisfactory for the child 
with little or no sitting balance or head controL 



Figure 88. The ‘Star Rider’ car seat used indoors as a chair. It is attached to the 
chair at the back. Wheels make it easier to move around the house or into the 
garden. 
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The advantages of a hammock, apatt from the pleasure jt gjves 
the childcare as follows; 

(1) The hammock supports the child’s shoulders and brin^ them for- 
ward, preventing the head from pushing back; the gentle sideways 
tnovementa of the hammock also tends to bring the head into mid- 
line with the body. 

(2) Lying on the straight hard surface of the fioot causes the ciuld to 
push back and reinforces his spasms, whereas a hammock is soft and 
moulds itself to the shape of the child’s body. 



FisurtS9 A jmU packing case fora wifeless, adapted as a seat fora young babt. 
tr (he legs aie stiff and tend to ctoss we would cut out the part as illustrated uang 
a nzor bbde. 

tt the legs Me floppy and ton* out exccMivety iht cutout should be modiried. 
These seal* tan be placed on an easy chair or sofa, as well «.< on the floor or in a 
car. They arc very light and useful to carry the child around the house in. 

As the maietul they are made of » acratchy make a pillow case of towelling and 
sbp them inside. 

These easel come in thiee sties, small, medium and large. See Glossary. 


(3) As the child gradually gets used to being m the hammock he starts 
IQ btiftg hts hands together and to put them to his mouth. Very 
often, for the first time, he sees his feel and realizes they are part of 
hirmeif. making attempts to reach them and bang them to his mouth. 

(4) By moving the hammock in different directions the child can be en- 
couraged to roll, kick, sit up, pUy with a toy and so on-another 
instance of combining pJay with treatment. Many children enjoy 
lying On their tummies and being pven a swing m this position. 



/•7>:(/rc 90. Child siltinp on roller chair with cut-out table in front. Note height of 
roller level with the knees. There should be a space of about 2 in, between the 
child and table at the front and at the sides. 



Figure 91. Chair baek with cut-out table, placed over ordinary roller for use where 
the child has some sitting balance, permitting slight sideways movement of the 
child while sitting. 




Figure 92. A cut-out table can be attached to the triangle chair, for the child who 
cannot overcome the resistance sufficiently at his hips to bring his arms forward 
to play on the floor. 
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As with any other position, the child should not remain in a ham- 
mock for too lengthy a period. 

If a child is only moderately handicapped, that is to say if he Is 
not so stiff, he will have the abihty to balance and use his hands when 
sitting, but he should still only be allowed to remain on a chair for a 
bnuted time. Whenever possible the child should be encouraged to move 
around while he plays. 

The following may provide useful alternatives to enable the 
cerebral palsied child to move around. Suggestions must of course be 
practicable if they are to be used in the Quid's home; factors such as 
the size of the room and the doors, the type of floor covering and 







(c) 


(b) 



Figure 96 Vanous ways of cnablmi; a child to pby on his tummy. /Vole that the 
hips and kgs aic left free, it is important that the child is able to move m this 
position 

(a) A bolster, with webbing support for the child who rolls over immediately he 
1 $ pbeed on his tummy 

(b) Pb>Tng over a roller pbeed under the chest u adequate for some children but 
where the child's legs become very stiff and turn in at a result of the stimu< 
talion of using his hands for pby he cun be helped further by pbcing him on 
another roller as illustrated In such a case he will need your help. If you move 
the roller he is lying on while he pbys you will prevent him becoming stiff and 
you will also activate his back, in effect you will be treating him while he pbys. 

(c) A sloping board helps some children to keep their head up while lying on their 
tummy and makes it easier for them to use their hands and look at what they 
are doing 

Id) A variation of the sloping board, the small roller helps to keep the child’s 
shoulders forward and up. The stool or box should vary m height according to 
the needs of the child 


131 


rip^urc 94. Table and chair fitted together for play. We use these packing cases as 
a temporary measure for very young children, as they arc very cheap and easily 
adaptable. 



Figure 95. Athetoid children find it difficult to handle their toys, which frequently 
fly away from them. Where a tray with a deep side is not adequate, we have found 
that attaching the toys to a bar is useful. 

The idea illustrated was made by a parent for his daughter, an athetoid, to play 
sitting on the floor. The sides are wood, the base hardboard, a piece of wood at 
the back joins the sides to make them more secure. Having three holes at the top 
of each side enables the bar to be placed near or far away From the child as re- 
quired. The wireless case acts as a table. This could be modified to fit onto a table 
for a larger child if required. 
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(c) 

(c) Another ailaptation of the sloping board. A board or piece of foam 
rubber cut into a wedge (these can now be purchased) long enough to 
allow the child’s feet to hang over the edge as illustrated. The sides are built 
up leaving room for the child to move but preventing him from falling 
off. A roll is placed in the front as in sketch (d). 

As some children find it difficult to bend their arms when lying on their 
tummies, we have sloped the top of the box. This we find helps con- 
siderably. 



Figure 97. For the child who has good arms and moves around the floor by 
"bunny-hopping” and is not old enough to ride a tricycle. This is a modifica- 
tion of the roller seat, Fig. 83. The child has to move his legs to push himself 
around, the roller helps to keep them apart and turned out. The funnel keeps 
the arms up and apart. 



Figure 98. For the young spastic diplegic child who normally creeps on the 
floor as described in Chapter 2, Fig. 13 (a). A simple wooden board 2 in. thick 
with four ‘Shepherds’ casters; this will encourage the child to move around 
pushing with straight arms. For the very young child whose legs are not stiff 
the only support he may need is a band around his body as illustrated. 
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dressing, they can have theif clothes within easy reach beside them. 

They feel safe with their feet on the ground, and when they have to 
stand up and sit down, can do so without fear of falling over. 

Although excellent for normal babies we do not recommend the 
Tnfantseat’ chair for cerebral palsied children, because the back of the 
chair is tilted backwards maWngit tmposdble for the child to bend his 
hips and therefore bring his arms forward. Also the seat is too short, and 
the angle of the chair-especially for children who are inclined to push 
back-Tcinforces any spastidty. Furthetmote , the head is supported by 
the long back of the chair and this gives no opportunity for the child 
to achieve head control when sitting in it. 



Figure 99 Thu board u luitable for an athetoid chdd. his kgs in this case 
can be fceeto move. Note ihat the (lont is raised higher than m Fig. 100 to 
covintesact his giealet ditricuily ui Ufiing his head and keeping his arms 
straight. If the child’s tendency In ih., 




/■Yp(r<’ 101. A small scoopcd-out stool with ‘Shepherd’s’ casters for the child who 
has ’weak’ rather than spastic legs to encourage him to use them and not his arms 
to push himself around. 



Figure 102. Modification of the roller board; a wheel with rubber tyre. 
These can be bought from most stores. 



Figure 103. Illustrates objects that the child can push with open hands; he 
may hold the chair at the sides but will still not grasp with his fingers. 
Note. The height of the object is important and is chosen according to the 
amount of flexion at the hips we want with each child. 
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Figure 104. A large wooden box can make » good home^nade walker, the 
addJbonal rtabiLly will give resistance and nuke it easier for the athetoid 
and ataxic child to push. Wooden skids can be added to make it simpler to 
push over carpets. 



Figure lOi The best type of baby walkct for the cetebral palsied 

building 

the handle 

and canno 

This type ut iu*iuiv luiu neipi lae hemiplegic child 


child with 




Figure 107. Tricycle. 

Wide high handle bars will keep the child’s arms and hands well apart; as we 
mention earlier this position of the arms will also help to keep the legs apart 
If he is still inelined to turn his legs in and pull them together, use a roll of 
foam rubber placed between the thighs not the knees. 

Suggestion for a seat back, this can be made of wood, or, by cutting a plastic 
bucket in half and padding it, leaving a little of base of bucket attached so 
that it can bo fixed onto tricycle seat. Wooden blocks are used to prevent the 
pedals from turning around. 

Tlicrc arc many ways of attaching the child’s feet to the pedals if necessary, 
such as straps, toe caps on pedals, shoes fitted onto the pedals and so on. 
Immediately your child has good balance and control when riding his 
tricycle, remove any unnecessary adaptations. 



Figure 108. Children who tend to turn their legs in sometimes find difficulty 
in sitting on a see-saw. By adding half a roller on to the end, the legs can be 
kept apart and the child finds it easier to hold on with straight arms. 
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Figure 109. Two poks with a tubbei tip are ideal for the child who has some 
standing balance and u starting to walk on his owa While they provide some 
support he will be unable to lean on them and therefore has to work to 
remain upright. 

Start by holding the top of the sticks but as soon as possible, let the child 
manage on his own. 





Chap ter 9 


SLEEPING 


The cot or bed 

Wliy is the position of the cot or bed so important? You may have 
noticed that when the cerebral palsied child is lying on his back he has 
great difficulty in keeping his head in midlinc, and that he may also have 
a tendency to turn his head more to one side than to the other. This 
could, in time, result in deformity of spine and iiips. The hip on the 
opposite side from which the head is turned tends to turn in. We shall 
illustrate this difficulty by assuming that the child always turns his head 
to his right side. Fig. Ill, page 1 39, and Fig. 1 1 2, page 1 39, illustrate 
the incorrect position in the cot or bed for such a child; it will be seen 
that the blank wall is on the left side of the child; all the stimulation, 
therefore, comes from the right and there is no incentive for the child 
to look to the left. He will be picked up, spoken to, and have his toys 
brought to him from the right. The position of the window, the electric 
light and people moving in the room will all reinforce his desire to turn 
to the right and increase his tendency to do so. The door in our illustra- 
tion is behind the child which will make him look back when it is 
opened; a movement often combined with the turning of the head to 
the side in a cerebral palsied child. 

Fig. 1 13, page 140, illustrates the correct position in the cot or 
bed for such a child. All stimulation now comes from the left, the side 
to which we want to encourage him to turn. The position of the door 
makes it necessary for him to lift and bend his head forward if he is 
to see who is coming through the door. 

The sketches stress the importance of the position of your child’s 
bed in relation to the room and of taking into consideration his own 
particular difficulties before deciding where to place his bed or cot. 

We all move in bed, even while we are asleep, and adjust our 
positions repeatedly during the night. The child should get used to 
lying in various positions even if he is slightly uncomfortable at first. To 
begin with he should be helped to move from one position to another 
and be taught gradually to move and adjust himself in bed. We do not 
suggest that you should put the child to sleep in a position which, 
although good for him, is uncomfortable, as he will be unable to sleep 
and will immediately fall back to his usual position. He should first be 
accustomed to various changes of position during the day. 
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In the case mentioned where the child looks predominantly to the 
right, gradually get him used to lying on his left side during the day, and 
in time get him to play on his left side. When placing him on his side 
start by getting his shoulder and arm well forward; this will make it 
easier for him to turn his head, and in some cases the child will then be 
able to turn his head to the side himself (Fig. 1 14, page 140). Only when 
he has learned to adjust himself comfortably to this position can we 
expect him to sleep in this way. 



Figure 111 The child turns lus head predominanlly to the right. Note the 
bending of the arm, shortening of the trunk on the left ade and the turning 
ift of the left hip. 



HZ -rat Inconict pratiofi In « col or W fo, , chad ,ho 
rredominantly toms his head to thenght. 

'VoIc AU lUmuUtion comci from the ngtit. Ihc «rodo.-, electric Mt 

ronlio n of toy, ,nd 10 on. Only the wai u on the Icn ndc- 

uvcetvilve to turn in this direction. ’ ^ 




Figure 114. When the child can lie comfortably on his side, encourage him 
to play in this position. Suspending lus toys, will make it easier for him to 
handle them. Illustrated above is a broom-handle which can be fixed to a couple 
of plastic or wooden bricks. Stops on the stick will regulate the distance to 
which the child can move his toys up or down. 
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It a child can only lie on his back he can al least be 
heloed by wtapping a shawl or blanket fitnily atoimd his shoulders, 
keepL shoulders and amts forward and inside; * 0 “^ “J ‘>1® 
of an older child torearms should be left free. This shoul P 

“ the pushing back of the head and its effect 0 " *= whole 
bX I. must be remembered ttrat this is a form of -outstde- ard and as 
such is opposed to out objective of getting the chad to tnme indepen- 
dently. Vfhae this method may be useful tempoianly, it should not be 



Figure 115 

(a) lUbitusl posicton of some chitdien when lying on theu backs. The 
excessive turning out of the under leg, causes the pehu to be pulted over, 
and the other hsp &nd kg to tuns in. 

(b) By lying on the oppoate ssJe^the potition of pelvis, hjps and legs are 
conected. 


used perntanenlly. The tightness of the at blanket sbou)d be 
lessened gradually in the hope that it can finally be discarded, and that 
the child will be able to sleep in various positions as described above. 

Some children have a tendency to turn in one of their legs when 
lying on their backs which brings the hip forward on Uiat side. In such 
a case the chad should be placed down on the side on which the leg 
turns m (see f igs. US (a) and (b),page 141). 

Many young athetoid children he on theii backs with their legs 
in a ‘ffog-hke’ position (see Fig. 1 16 - (a), page 142). Pladng a jhjiA 
^ound the chMk Shuuidtirendmrro to bring them well fcrwjrf (Fit. 
U^(b),pagt 142), tends to bnng the legs together g.nd re-i^OK f}* 

excessive kicking of some of these chadren. “ 



'I'licrc arc other cliildrcn who, when lying on their backs, bring 
iluhr sixnildcrs and arms forward; some of them tend to bend at their 
hips and knees witen they arc sleeping and become very stiff in this 
position with the danger, in time, of the development of contractures 
at hips and knees. As .soon as this type of child has learned to lie on his 
tummy during the day and is able to lift and turn his head when in this 
position, he should sleep this way but without a pillow. It must be 
stressed that before allowing him to sleep on his tummy, he must have 
.sufficient head control to lift his head in this position. If the child can 



Figure 116 

(a) Athetoid child lying on ids back-legs in a “frog-like” position. The legs 
are turned so far out that the knees lie flat on the bed. The head and 
shoulders pull back. Two typical arm positions are illustrated. 

(b) A nappy is used to control and bring forward the shoulders and arms of 
an athetoid baby. 

Top two corners of the nappy are brought over the shoulders and tied 
over the chest. 

Bottom two corners are brought forward under the arms and tied around 
the waist. 

Note: Elbows and forearms are left free. This support may help to stop 
the excessive bending and parting of the legs and stop the kicking that 
many athetoid children do when lying on their backs. 

only turn his head to one side it will be seen that the spine is curved and 
the whole of the trunk is turned and pushed on one side; this may give 
the impression that the child is lying on his tummy whereas, in fact, he 
is not. Generally speaking sleeping on the tummy should be confined to 
the day-time as this makes supervision easier, or perhaps when the child 
is first put to sleep at night and he can still be watched. 

Night-time presents the parents of cerebral palsied children with 
some of their hardest trials. Many of these children are poor sleepers, 
which is understandable, as they use very little energy during the day; 
and spastic children who are unable to move in bed get very stiff and 
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uncomfortable. Whilst the spastic and the ‘floppy’ child seldom move 
during sleep and need to be moved and turned frequently during the 
night, most athetoid children can move and are relaxed during sleep. 

If you have ever slept on a soft feather mattress and tried to turn 
over, you can imagine some of the difficulties with which a spastic child 
is faced when trying to move in bed. By placing a hard board under the 
length of the mattress a firm surface is provided, so making it easier for 
the child to roll over and adjust his position. 

Some athetoid children move so frequently in bed that it is 
difficult to keep them covered. A warm roomy sleeping bag with sleeves 
will be found very useful for them; or tapes sewn to the four corners of 
the blankets and tied under the bed. 



Figure 1 17 Simplt v.ays of keeping the ueigbl of the blankets off the child’s 
legs and feet. Many supports are easily obuinable in large stores. 


Pillows should be firm and used only for children who push back 
their head when lying on their back. These are usually the athetoid 
children, or the spastic children in whom both the aims and the legs 
are affected 

Light warm blankets should be used, as heavy blankets add to the 
child's difficulties m moving. Some spastic children dislike having their 
blankets tucked m and can move their le^ more easily if they sleep in 
the type of sleeping bag mentioned already m the case of athetoids. In 
Fig 117, page 1 43 . one of the many methods by which the weight of 
bedclothes on the feet can be reduced is illustrated. 

The cerebral palsied child should be moved from a cot to a child's 
bed preferably at the same age as a normal child is moved. Many normal 
children have a fear of rolling out of bcd,especially when they first 
move from a cot to a bed, but even more so the cerebral palsied child 
This fear will be lessened by use of a very low bed; it is also a eood idw 
to stand a solid chair against the bed. “ 

Patience and eonstanl training arc essential if the cerebral mio'erf 
child IS to be able to approach independence in bed. turn g htasel ' 

coveting and u„cove.inghim,elf.andgett,ngi„ and outofLdTte 
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own. Start training him as soon as he is capable of doing the movements 
needed, and persevere. He needs to be tauglrl what to do and to have 
plenty of practice, or he will not acquire those simple ‘skills’ which a 
normal child acquires almost automatically. For instance, help him to 
learn the .sequences of movement he will need as you play on the floor 
with him. For example, cover him with a blanket and, in the form of a 
g.mic, despite the weight of the blanket, ask him to cover and uncover 
himself and move about under the blanket, and so on. 

We have found that where there are other children in the family, 
tire cerebral palsied child will often behave belter and sleep more 
easily if he is moved into the same room as the other children. 

In eases of persistent sleeplessness and restlessness it is advisable 
to consult your doctor ratiicr than worry yourself as a result of the 
failure of numerous expedients. 



Chapter 10 


PLAY 


The notmal child 

U is largely through play that a child learns. One of the first steps in 
this process of learning is that he becomes aware of himself. Having 
become aware of himself, he is then ready to explore and learn about 
others in relation to himself, for example, to touch and point to his 
mother's face, eyes and mouth. In time when we ask him ‘where is my 
noscT ‘where Is your mouthi’ he will point and louch;he then goes a 
step further and learns the names of the parts which he touches. Later 
he can explain, 'my mouth is under my nose*, ‘my ears are at the side of 
my head'. As his field of recognition widens, he uses and relates what he 
has learned to his dolU and toys. Later, as he crawls and moves about he 
becomes aware of himself in space and discovers that there are two 
sides to his body; that his head is at the top and his feet at the bottom; 
that his chest and tummy are in front, and his back and bottom are at 
the back. He later makes use of such inforroation as he starts to feed, 
wash and dress himself. 

A child also has to learn and to- understand how the world around 
him works. He learns as he plays to differentiate between shapes and 
textures. This he docs when he starts- to take things to his mouth. He 
learns also to differentiate between sizes, weights, colours and so forth; 
how to manipulate objects and to assess the amount of effort needed 
for a desired result He leams how things fit into one another, or how 
they can be screwed or unscrewed, squeezed, pushed, or pulled. By 
exploring objects he learns to understand where are the top, bottom, 
sides, the inside and outside of objects. He learns to perceive and 
calculate distance, how far be has to reach out before he can get hold of 
and pick up his toys, the width and height of things and their relation- 
ship to one another In learning what he can and cannot do with things 
around him-his environment-hc learns to rattle toys, to bang, to throw, 
to build. He also realises that some things are good to taste and smell 
and tliat others are unpleasant. 

Learning while playing extends to climbing in and out, up and 
down, under, over and around objects, fuidmg out the space through 
which he can squeeze, what heights are dangerous to jump from 
and what can be safely managed. 
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All this, and more besides, the child learns while he plays, becom- 
ing, more skilful as be grows older, doing more and more for himself, 
asking qiicsHons and practising and learning from his mistakes. 


The normal baby 

If you watch a normal baby while he plays, one thing will 
immediately strike you-he is never still and he is seldom silent, though 
to begin with be just gurgles and babbles as he plays. A baby lying on 
his back and playing with his toys continually kicks his legs and 
wriggles about. When he is able to lie on his tummy, he is just as active. 
Interspersed with his play, he rocks on his tummy, lifting and waving 
his arms about as he kicks his legs. He pivots on his tummy, rolls over 
on his back still clutching his toys and taking them to his mouth. As he 
acquires balance and control in sitting, in upright kneeling and in crawl- 
ing, he moves continually from one position to another as he plays 
with his toys. 

In this way, besides practising new patterns of movement, the 
baby learns about himself in space and about his relationship to things 
around him. Later he tries to grasp a toy that is out of reach and realises 
that he must move towards it, A ball rolls under a chair and he has to 
work out hov/ to get it. He climbs on to a chair to get a toy and has to 
decide which is the best way of getting down without dropping it. He 
bumps his pushcart into the furniture until he realises that the furniture 
is solid and he must find his way around it. He discovers that some 
things go faster if pushed, others if pulled. 


The cerebral palsied child 

Play is equally important for the cerebral palsied child. He, too, 
must become aware of himself, explore and get to know his hands, face, 
feet and so forth; learn about himself in relation to others, and under- 
stand how the world around him works. Because of his difficulties, in 
moving and balancing, in eye-hand co-ordination-and often with the 
additional handicap of defects in hearing and seeing— he needs a lot of 
help. Owing to his difficulty in listening, in looking at what he is doing, 
in touching, holding and manipulating objects, his progress will be slow 
and he will need considerable understanding and guidance. His span of 
concentration and his ability to remember are often of short duration. 
His handicap prevents him from learning through play in a natural way, 
so, unless he has help and encouragement, he will not be able to learn 
as he plays or to reach his potential. 
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The severely handicapped or very young cerebral palsied child, i.e. Ihe 
child who cannot play on his own 


iiow can We help the severely handicapped child, who is restricted 
in his movements and has no sitting balance, to use his hands for play? 
We should first try to analyse his difficulties and find positions which 
Will enable him to use his hands to the best advantage, that will be 
easiest for eye-hand co-ordination and will present the least difficulties 
for balance. He is at his best when lying on his side-or on his tummy. 
Lying flat on the floor is not satisfactory. Even a normal person soon 
finds this position uncomfortable, and especially tiring if at the same 
time trying to do something with his hands. The sketches in Chapter 8, 
Figs. 96 (aV(e), show how with the use of a roller, bolster or sloping 
board, the child can adapt himself to lying on his tummy, making it 
possible for him to keep his head up and his back straight, to bring his 
arms forward, and to start to use his hands. 

Here are some points to remember when deciding on a good 
position for play: *’ 


(1 ) The child should not remain m any one position for more than 
twenty minutes. 

(2) A variety of positions sliould be tried before deciding which is the 
best It IS not necessary to keep to the same position each day for 
h/s problems, although basically the same will vary to some degree 
'Vhat was good yesterday may not be so good today. For exarnnle 
some days wJien lying on hrs tummy he may keep turning his hLd 
too far to the side and roll onto his back For th/s you may need to 
give him extra support at the side of his chest, or make some adapta 
ions that will keep his shoulders and arms forward. It ,s important 
that you notice these changes or the child who is unable to use his 
fnn^s may become frustrated and cease to make any effort to use 

(3) Allhough a normal baby n.st plays when lying on h.s bank this 
posihon n usually the worst for a cerebral palsied child Some 
children cannol gel their shoulders and arms forward and ate there 
ore unable >o pn, Iherr hands rogether. Orhets may be able ,o ee, 

lunimies, even when well supported. Fig 118 page 1 48^ .L ^ 
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and arms forward. Directly you feel that he is trying to control his 
head himself, be sure to take your hands gently away. Some children 
find it easier to lie with their arms straight; others with them bent 
taking weight on their elbows. Try both ways, as the child will 
eventually have to manage with his arms forward in all positions 
and to take weight on them. 

When the child has achieved some sitting balance the chairs and 
tables described in Chapter 8 can be tried and adapted. 



118 . The child lies on his tummy supporting himself on his arms. His 
;hcr helps him to straighten his back and gives light pressure under the 
ild’s chin to enable him to hold his head up. 


rst steps in helping the child to play 

During the first two years an important part of play is by imitation 
both of sounds and movements— saying ‘bye-bye’, clapping hands, 
playing ‘pat-a-cake’, looking into a mirror and touching it, playing 
‘peep-bo’, and so on. Help the child with the various gestures, repeating 
the simple phrases for him, and be sure that he can both see what he is 
doing and hear what you are saying. Later use such rhymes as, ‘Tliis is 
the way we wash our hands’, and ‘Simon says do this, Simon says do 
that’, which teach him not only to move but also to learn the names of 
parts of his body. Use phrases that describe everyday activities, and 
encourage him to repeat the rhymes with you. His span of concentration 
will be very short at first so repeat a few actions and phrases for short 
periods until he really becomes familiar with them. 
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At this stage the chUd will discover that he can make new sounds. 
Encourage him to repeat them by copying him. A good way of rnaking 
this into a game is by joining together two hollow cardboard cylinders 
with a piece of string, making them iralo a telephone. If you cover one 
end with wax paper, you will find that the sounds will be magnified 
(see Fig. 119, page 149). 

Helping him to use hts hands 

If you look again at the sketches on Chapter 2, Figs 21 (a)-(g), 
you will notice how the abnormal postures of the cerebral palsied child 
make it impossible for him to bring Kis arms forward with hands to- 
gether, or to bring his hands towards his body with the palms facing 
him. In some cases the hands are permanently closed, or else they close 
only when the head is turned away from the arm, thereby making it 
unpossible for him to look at his hand. In other cases the hands are 
permanently open, or else open directly the arm is lifted. 


CIS (£3 


Ftjufe H9 To tekphone, take two cardboard cylmden (as 

found in kitchen paper roUr, etc.), cover one end with parafhn wax paper 
and Join them with a piece of stnng or cotton. 

To use our hands adequately we must be able to hold the head 
steady. This enables us to look at what we are doing and to open our 
bands to grasp and release regardless of the pos\Uon of the arms. It w a 
warre of time to place a toy into the hand of a child who has no head 
contfol and who is unable to release, and expect him to play with it. 

A normal baby spends many hours just looking at his hands, 
moving them m front of his face, bringing them together and feeling 
them, putting them to his mouth and so on, before he learns to use them 
purposefully; the length of tunc he continues to do this is an indication 
of the importance this kind of hand phy has in his development. A 
fint step with the cerebral palsied child, is to help him to become aware 
of bis hands, making it possible forhun to feel, grasp and release, before 
gwmghim actual objects to handle. The importance of a good position 
of head, trunk control and, particularly, of good control at the shoulders 
to enable him to use his hands, has been described in earlier chapters. 
Helping the child to learn about his -own face and body, an important 
link for future play, is described in Chapter 1 1 . 
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In ;ultlition to the suggestions made in Chapter 1 1, the 
following ideas can he tried to help the child become ‘aware’ of his 
hands. 

( 1) Shine a torch, preferably one with different colours, over his hands 
and through his fingers. Draw his attention to the various patterns 
and shadows his hands and fingers make on a wall or table. 

(2) Wind a piece of rough stritig through his fingers, leaving two long 
loose ends to encourage him to pull it. 

(3) Use different coloured thimbles to attract his attention to his 
fingers, getting him to bang and to scratch a flat surface. 

(4) Draw a face on the palms and the backs of his hands. 


When he Is able to use his hands a little, try the following suggestions: 

(1) Place the child’s hand in ajar filled with rice, lentils, beans, macaroni, 
loaf sugar, and let him move it around as he wishes, encouraging 
him to take the contents in and out of the jar. 

(2) The same objects can be placed on a tray and you can get him to 
sweep them to the top, bottom or sides of the tray. Be sure to make 
him aware, as you play with him, that his hands are moving from 
side to side, up and down, or in the middle of the tray; if possible 
get him to repeat or say with you the direction in which he is moving 
his hands. 

(3) Place his hands inside a paper bag full of well-defined objects that 
are known to him and then let him play as he wishes. In many cases 
just to feel and move the things around is achievement and a process 
of learning. 

(4) Slowly and repeatedly rub his hands, including his fingers, over 
different surfaces, using everyday objects such as fruit, bread, house- 
hold objects and so on, till he feels the whole object in his hands 
and becomes aware of the texture, contour and edges. Always name 
the objects, their shape, colour and the way they feel as he handles 
them. He must become aware of the object as a whole before he can 
appreciate the individual parts and their relationship to one another. 
This is often very difficult for the cerebral palsied child. 

(5) Place his fingers into salt, sugar, jam, or around a bowl that has held 
cream, custard or a mixture that he likes. The severely handicapped 
child can only enjoy these experiences of feeling, smelling and 
tasting if objects are brought and introduced to him. If it should be 
snowing, for example, even bring in a bucket of snow for him to 
handle. 
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Playing and learning here are synonymous. Give him as v/ide a 
lange ot experience as you can, including the stimulation of feelmg, 
seeing and iisVening, and encQuiage Him all the time to express himself 
by gesture and, whenever possible, of course, by speech. 

Playing with your child should not be a special half-hour session 
a day hut should be included in the daily routine. Make use of the 
things that ate around you: food when you are both in the kitchen; 
household objects as you clean the house; things in the bathroom when 
yon are in there. Let him look Into the cupboards; help him open 
drawers and explore their contents with you. 

If your child had been able to move about, this is how he would 
have played at this stage: investigating into and enquiring about the 
things that ate famihai to hint and m everyday use around him'-30ining 
in with your activities throughout the day. 


Tlie moderarely affected chOd or the child who Is heglnnini to play 
hyhiraself 

The normal child learns by tnal and error-as he plays be experi- 
menls. If the cerebral palsied child is to learn in the same way, it is 
essential that the garnet played with him and the objects given him are 
.■cry SMiple to be^n with If the sliglwest accidental movament on hts 
pan makes an object move or even makes a noise, he will have made 
something happen hmsclfmi this will stimulate him to tty again 

to teTrn t'®"*“''ed 
The following we have found useful for simple play 


“ronh™" «<« 

.hettefrd^yTortTotS^^^^ 

le. him to use his affected hand automauSly"' ^ 

How, or to remove it Ifth fus ““U'ase him !o 

ahell and pushed up hlssfe^e down 


make a noise and automatically he will try to see what it is and put 
up his hands to remove it. All children love balls and paper makes 
the lightest and safest ball. Hiding a favourite toy in a loose parcel 
of paper, looking through a hole made in paper, wrapping him up in 
paper, all provide amusement that is sometimes within the capabili- 
ties even of the .severely handicapped child. 

(3) Play-dough or play-foam .spread on a mirror; talcum powder on a 
dark tray; finger paints; a sand pit, preferably not on legs so tliat he 
can actually get inside it, and so forth, are good ways of enabling 
the child who has little ability, to use his hands and to achieve 
results, while he plays. A child who seems to have no interest in toys 
or in playing with objects around him can sometimes be encouraged 
at least to look at or move them away if they are piled on his lap or 
or if he is made to sit on them. 


The young cerebral palsied child who has the ability to balance and to 
move 

This type of child should not play only when sitting in a chair. If 
he docs he will miss the chance of gaining many new experiences. By 
moving around when at play he will make use of new patterns of move- 
ment and acquire new experiences and skill. For example, if he has 
learned to move from sitting to kneeling upriglit, place his toys in such 
a way that he can practise a sequence of movements. The sketches 
listed at the end of this chapter show a variety of ways of encouraging 
the child to move as he plays (also included are illustrations of play 
with movement for the more handicapped child, who is still at the 
stage of being able to use his hands only when sitting), the child should 
play such games as ‘London Bridge is falling down’, ‘Ring-a-ring of Roses , 
‘Oranges and Lemons’, and ‘Statues’: games which will assist in teaching 
him the concept of ‘up and down’, ‘round and round’ and so on. Obstacle 
courses are a good way of teaching him to climb over and under, through, 
sideways and around objects. ‘Hide and Seek’ is also useful, while the 
copying of movements in such games as ‘Simon says . . .’, and getting 
him to roll over and crawl on verbal command, are all helpful. 

It is very important at this stage for the child to become aware 
of the space that surrounds him as he plays. This should include the 
space behind him. Encourage him to move in different ways: backwards, 
forwards and sideways, crawling, upright kneeling and walking. Games 
that include throwing a bean-bag over his shoulder or passing a ball 
over his head, and guessing from a sound behind Irim what object you 
are holding, are all ways of encouraging this awareness. Miming to 
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nursery rhymes, conducling or moving to music: playing on see-aws, 
slides and swings, are ways of playing that will help a chid to understand 
the relationship between space and his own constantly changing 
position. 


Choice of toys 

The following are a few ideas for simple toys and for play. There 
are many pre^ducalional toys on the matVet: and such toys as tricycles, 
see-saws and so on that can be used only by the mildly handicapped 
child wHchhave been omitted. Advice on the most suitable toy s for a child, 
according to his age and ability, should be obtained from those con- 
cerned with his teaching. No attempt has been made to state any 
particular age group as so much depends on the ability of the individual 
child to use his hands, as well as his level of inlcHigence, and powers of 
concentration and comprehension. U is always best to ask the therapists 
for advice when choosing toys, for in this way you may avoid causing 
frustration to the child by giving him someriiing too difficult to manage, 
or else too simple to be a challenge arid therefore lacking in interest. 


(1) All children love 6<j//i When choosing a ball bear in mind the 
variety in sixe, texture and colour that there are; that some are 
soft and others hard; some have stories m picture-form on them 
while others play a tune. A heavy ball, for example, is easier for 
the ataxic and the alheioid children to play with as their move, 
menls are so disorganised and clumsy that the ball otherwise is apt 
to roll away, A spastic child, on the other hand, can play best with 
a smaller solid ball as his grip is apt to be too firm and he will have 
difficulty in lifting a heavy ball. A hemiplegic child should play with a 
large beach ball to encourage him to use both bands together. When 
the child can only grasp a bat ot a stick, a ball attached by elastic 
enables him to play wiih the ball For the child who may want to 
throw and catch a ball but is unable to hold it, a bean bag can be 
used instead of a ball; this is easy to make and can be made of 
bright washable matetial. 

(2) Urge wooden hght-wcight bricks can be used for other games as 
well as budding, i.e. place in plastic bags, insert coloured or 
numbered cards and use for matching or grouping. Bricks are easier 
to handle than the cards themselves. 


(3) Srlfrishling lays are good fot tha athetoid child with poor eye- 
haod control. Ilresa can be bought in all sizes, eithct solid oi 
inflatable. 
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(4) If !i child has difficulty in playing with his toy cars because he 
cannot hold on to them, lie may manage better if the car is attach 
to a stick. 

{.‘5) If yon give a child a toy that requires winding up to make it move 
try whenever possible to adapt the key so that he can wind it for 
himself. 



Figure 120, Home-made busy-Uox. 

A. Sliding door-on small runners with a picture behind the door, which the chile 
sees when the door opens. 

Picture behind to see when open. 

Large knob on door, 

B. Large bolt mounted horizontally on block. Nuts to screw on. 

C. Cog-wheel board. Wooden cogs mounted on pegs-may be removed. 

D. Wheel-may be cut like a telephone dial. 

E. Hinged door-with hook fastening. 

F. Coloured nuts, bolted together from behind. Slide along slot in board. 

G. Material with different sized buttons and buttonholes, and cords to tie 
bows. 

H. Matchbox stuck onto board. 

I. Cotton reels to fit on pegs painted in corresponding colours. 

(6) A doll’s house made out of large wooden boxes is best for the 
cerebral palsied child, as the rooms will be big enough for him to 
put his hands inside, and by using larger ‘furniture’ he will find it 
easier to move the objects about. 
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(7) A toy popular with most children is a ‘busy-box’. For the cerebral 
palsied child a home-made ‘busy-box* can be made on a larger 
scale and designed specially to suit his needs (see Fig. 1 20 
page 154). 

(S) Coloured cotton reels make excellent counters and can be easily 
fitted over a board of wooden pegs. 

(9) Small empty p/astK bottles can be used for guessing games and are 
a useful size for the child lo hold. Fill them with different things 
to smell and taste, of varying weights and sounds. ‘Squeezy* bottles 
can also be used as a home-made set of skittles. 


(10) Most children love music. Listening to the radio or record player 
is fine but it is far better (o encourage them to make their own 
music. For the child who finds It difficult to blow because he 
cannot close his lips or immediately bites anything placed into his 
mouth, and for the child who breathes in a ‘shallow* or irregular 
way , the blowing of bubbles ctvuld be encouraged, at first through 
the wire supplied with the bubble fiuid, and then through a bubble 
pipe. The child may then be able to progress enough to blow a 
recorder. Severely handicapped children who cannot hold a stick 
to bang a drum or cannot bang it with their hands, can make a 
satisfactory noise tf a piece of elastic is tied over the top and bottom 
of the drum. ‘Squeezy’ bottles filled with sand, buttons dried 
peas. etc. can give a variety of sound effects when shaken. Bracelets 
for the wrists and ankles can be made ofieather. and small bells 
sewn securely onto them, this is a good way to encourage music and 
movement at the same time. 

(11) Encourage your child .o keep a scrap (wofc Begin with a room in 
the house, perhaps, the kitchen. Fust show and talk to him 
about the various things fouitd ra a kitchen. Then, with him see if 
you can spot them ,n a magazine or paper, and cut them out and 
paste them into a scrap-book. You can enlarge on this idea when 
you go out for a walk together collecting leaves, flowers and so 

on and presstng them m his book. fVhen he is beginning to discover 

™il i '"'angular, oblong- 

collect these with h,m and then find putntes of them to ™t oui 
Late,, the child will get to the stage of copying and dtaw^' r‘' 
various objects foi himself. In this way he will not only leafn the 
ames of objects around him but also what they are UMd for X 
hey ate made ,n a certain shape, the d.fferent colours in whfch 
they are made, and so on. ™ 

( 12 ) «ooLs should be carefully chosen II is all ,i.hi i, 

chddanad»,,msgaz.„eLhisc:iirLt\Ssrer;:;t 
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(he masses of colour on the page. When he begins to recognise 
objects, give him first a simple book with one picture to a page. 

As many cerebral palsied children have great difficulty in dis- 
tinguishing background from foreground in a picture and some- 
times reverse them, they need clear colours and outlines to the 
pictures with no unnecessary details. 

(13) In addition to the toys bought for him, the child usually gets great 
pleasure in playing with the odds and ends he finds around the 
house or that he collects in the garden or on his walks. All children 
arc great collectors and hoarders, and if they cannot walk or move 
around the house they are not only denied the pleasure of exploring 
and finding out things for themselves, but also of acquiring a 
private collection of their own. It is up to us when the child is 
severely handicapped, to take him out to explore his surroundings 
or bring things to him so that he can find out all about them and 
keep those he particularly likes. 

(14) Poor or clumsy co-ordination of the child’s arms, hands and fingers 
often makes it difficult for him to hold his toys and at the same 
time to move them around. The simplest way to overcome this is 
to provide some form of suspension for his toys. For the baby, 
small articles can be threaded on a piece of elastic which can be 
fastened across his pram or carry-cot; for the older child a bar can 
be used for heavier toys. The attachment over the table, as illustra- 
ted (Fig. 95, Chapter 8), is useful since both the distance and the 
height of the bar can be varied. A bar has been designed to fit 
across the elevated sides of the cots of normal children who are 
confined to bed and hanging short ropes on them so that the child 
can hook his toys upwards within his reach; these can be bought at 
Margery Abbot’s, Wigmore Street, London, W.l, and provide a 
form of suspension that can easily be adapted for the cerebral 
palsied child. Be sure to put on the bar a variety of objects differing 
in weight, size, colour and texture. Toys that the child can safely 
put into his mouth may be used, securely attached to a long piece 
of string, so that he can gain the experience of feeling them with 
his lips, chewing and biting them. 

(15) When, at about two years of age, a child reaches the stage of build- 
ing with bricks, he will begin by building perpendicularly, and at 
about two-and-a-half to three years of age he will progress to build- 
ing horizontally. Empty yoghourt, food or cream cartons are 
simple to hold and are lighter than bricks, and may be easier for 
him to build with at first. 
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w ceXaf p^siefl Sodu-itog the less handitap^d 

hemiplegic cMdten have difficulty in concentratmg and, “ 

fhdair difncultics. w mav interfere with and direct 


to improve their physical difficulties, we may inter ere wth ana 
Ihtii play too much, We all tend tomake the mistake, when a child is 
playing, say, with his bricks, of ‘advwlng’ him to ‘try the small one on 
top of the large one’, or, when he tries to take the lid off a jar, don t 
pull, turn the lid round and unscrew it’. Then again, as he attempts to 
push his large model car through a narrow tunnel, ‘you will never manage 
that, try the little car’. The point stressed here is that a child will learn 
far more if he sees the large brick fall off, fails to get the lid off the jar 
by pulling or fails to push his big car through the tunnel. He should be 
allowed to make his own mistakes and to reason things out for himself. 
He will toon ask for help when he needs it. All this calls for patience. 
Some children can only manage to play for five minutes at a time, while 
othets play the same game qiUte happily for twenty minutes. Tty always 
to understand what new thingsyout ol^d tt attempting to do and give 
him the appropriate matenah and oppoitunhies, helping him only when 
he Uin real difficulty. It jsmost important that we should know and 
appreciate the maximum amount of concentration a child is capable of 
giving, fot if we ask too much of him he will lose interest and cease to 
fry. Lack of achievement wiJi soon lead to boredom, he will return to 
the toys and games he knows and understands, and so be deprived of 
learning and gaining new experiences. The frustration tolerance of a 
cerebral palsied child is often low, and if he does not succeed at the 


second or third attempt, he gives up. This applies especially to the child 
of higher intelligence who f:nows what he wants to do, but cannot 
control hw muscular reactions sufficiently to ^iow him to do it. 

Children, until they reach the age of ax or seven, axe often easily 
distracted and it is difficult to hold their attention even for a short tune; 
they soon tne of theu tcys or games and want to move to something 
else W ith the cerebral palsied child ihb stage is often prolonged. Here 
are two suggestions that niay help your child to concentrate. When 
giving him toys offer only two from which to choose, then put away 
the one he does not want. Sec that he is not surrounded by things that 
Will distract him: an open toy cupboard, for instance, a pet or other 
activities going on in the room; playing by the window and so on He 
win tvcntually, of cours,. have to ge I used to thing! going on around 

him Without mterruptioi 

toy, show and explain tc 
times. Slay with him, set 
you have told him: you 


n or JUS play. When you give the child a new 
) him exactly how it works, not once but many 
c if he can manage and that he understands what 
may find Uvat he wculd peihaps play better in 
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another position: he may need help to enable him to use his hands, or 
to lie supported to give him belter balance. One has to remember that a 
iHumal child, although he can immediately pick up a new toy and play 
witli it, .also often needs quite a lot of help to understand how it works. 

b'ar too often cerebral palsied children, lacking in experience and 
in imagination, never get past the stage, when playing with cars, for 
example, of lining them up and then returning them straight to their 
box, or pushing their trains around and around in the same direction. 
Help the child to use his imagination by building a garage for the cars 
,so that he can pretend to fill them up with petrol and oil, to wash them 
and so on, as he may have seen the garage man do. 


The play of the two-year-old normal child 

Between two and three years of age children, as well as playing 
with their toys, begin to be interested in all the things around the house. 
Anything that Mummy uses or does is fascinating and must be examined 
and tried. They continually watch and imitate their mother as they 
play: they want to polish with a duster; to stir with a spoon; to try and 
wash, dress and undress and take care of their dolls in the same way as 
their mother looks after them. 

Play then becomes more complicated-dolls have tea parties, are 
put to bed, scolded and praised. If there is a new baby in the house, 
they are only too anxious to have a live ‘doll’ to play with if given a 
chance. When there are older children in the family they watch and 
copy them, listen to stories about school and enact the various episodes 
with their toys. 


The play of the two to three-year-old Cerebral Palsied child 

The cerebral palsied child often has the same desire to explore, to 
find out how things around him work, and to copy and join in the 
activities of his mother, brothers and sisters, but his handicap prevents 
him from doing so. If he is to have a chance of enjoying these new 
experiences, he must be helped. If you are polishing and dusting, give 
him a duster; even the more severely handicapped child can polish for 
you as he sits in his chair. The ataxic child who walks in a rather dis- 
organised manner, can help polish the floor if you wrap dusters over his 
shoes. This should help to improve the co-ordination of movement of 
his legs, and consequently his balance, as well as giving him pleasure in 
helping you. A child who drags the toes of his shoes when he walks can 
be put in charge of cleaning and polishing them; it may encourage him 
to try harder to lift his feet. 
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Helping to set the table is an activity which the older child will 
enjoy and. at the same time, will teach him to distinguish between a 
fork, knife and spoon, and to realise the importance of placing them in 
the cQctect position on the table. Do not be discouraged if, at first, he 
just puts them in matching heaps, be has a lot to learn and it will take 
time. 

The kitchen is another place where your child can help and learn 
at the same time. Let him help to cut out some pastry cases; give him 
something to stir; let him make his own buns; give him the saucepan so 
(hat he can put (he salt In the potatoes for you. Show and explain to 
him what you are doing: for example, when you make a cake or sweet, 
give him some of the ingredients to pour into the bowl or let him help 
you to weigh them, lie wiU be leatnin-g all the time as he watches and 
helps you to measure, mix and cook. Remember that there will be many 
questions he wouid like to ask you, but, cither because his speech is 
poor or u takes him time to put his ideas into words, he loses the 
opportunity. A headmaster of a school for handicapped children tells us 
that very often when children are asked at school how pastry is made, 
they reply *yo'J a frozen packet and toll it out’. If asked where the 
water comes from, they answer ‘out of the tap’. This is what they have 
seen, and if they accept the first answer without question, that wDl be 
the (uU extent of their knowledge. 

A normal child, at about the age of three years, just begins to 
recognise and, later on, to differentiate between, a few basic shapes, 
and begins to distinguish a circle (a ball), at five years a square (a box), 
and at about six years a triangle. He does this by matching shapes, 
picking one out from a group of shapes, seeing the shape in three dimen- 
sions, imitating, copying and finally reproducing the shape when asked. 

Difficulty in recognising and differentiating between various 
shapes and forms is one of the many factors which may prevent the 
cerebral palsied child from learning to read and wnte. U is, therefore 
worth while spending time in helping the child to feel, to recognise and 
to match different shapes as he plays. This can be done by leaching him 
about one shape at a time, in a definite order as described above. Let 
him really master and understand one diape before introducing another 
The follow'" -r — r'* 

Give the cl ' ■ . , , , 

them aiouTiu iiic ban, leumg lum feel it in his hands. Let him see 
because of its shape, how it rolls. Then take a square and show him 
why. because it has corners it cannot roll. Find objects of the same 
shape, i.c. other sized balls, an orange, a door knob. Later, get him to 
make the shape in play-dough or fioui dough. You can then show him 
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the round shape in a quoil or other ring and how this circle is a space 
through which lie can see, pass things Ihrougli, or place over objects. 
Tlicn point out to him the same round shape in cups, lids, saucers, 
saucepans. When out for a walk collect some round stones; point out 
tlic round of the wliccls of the cars and buses, the round flower beds 
in the park, and so forth. In this way he will learn to associate a particu- 
lar shape witli many objects, thus extending his awareness of things 
around him. Place a round sweet amongst some square toffees and 
invite him to find the round one. Later collect together a mixture of 
round and square objects and ask him to place them into two different 
groups; and then he should be encouraged to make the same shapes 
with his fingers in sand, flour, with finger paints, with a pencil or 
crayons. All this will be a gradual process taking time and patience, 
especially where the child has difficulty in using his hands. Continue to 
persevere, for the learning and understanding of shape is a very important 
step for many later skills, including reading and writing. Your occupa- 
tional therapist will, of course, analyse the particular difficulties of 
your child and show you exactly how you can help him. Later, he will 
start to place shapes in a simple form board; to make this easier attach 
handles or knobs to the shapes. These should not be too large or they 
may distort the outline of tire shape for the child. Begin by taking one 
shape at a time out of the board and letting him put it back; then take 
two, and when he has mastered the three shapes take them all out at 
once and let him replace them. 

Some children find it difficult to grasp and lift an object but are 
ready nevertheless to learn about the concept of shape and form. A 
magnetic board is useful for such children; it can be placed flat on a 
table or propped up in any angle from the perpendicular to the horizon- 
tal or even attached to a peg board on the wall. The makers of magnetic 
boards also supply figures, letters, shapes and a variety of designs; these 
are easy for the child to handle as little effort is required to move them 
around the board. 

Between the age of three and four, your child may start to be 
interested in simple jig-saw puzzles. See that his first puzzles are clear, 
simple pictures with a well defined background and foreground. A 
picture with too much detail is only confusing for the child. Before he 
tries to do the puzzle let him really get to know the picture, then take 
one piece out and let him replace it immediately so that he becomes 
familiar with each shape. In this way it will be much easier for him to 
understand how each piece fits into the whole. The visual conception 
of shape is difficult for many children; the field of perception is a most 
specialised one and your child’s occupational therapist, and later his 
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teachers who understand these problems, wU give you expert advice on 
hov/ to follow up his training. TWs will include learning how to distin- 
guish between tall and short objects, a compatisott which is often very 
difficult for the cerebral palsied child who spends so much of his tune 
on the floor or sitting in a chair, and therefore builds up his conception 
of the size and height of things around him in a limited way. This point 
has been demonstrated to us even by a child of eleven who, when she 
stood up for the first time, was amazed to fmd that the refrigerator. 



Figure 122. Child sitting astride his father’s knee makes shapes out of play- 
foam on a mirror. His shoulders are lifted up and pressed forward to help 
him give pressure with Iris hands. 



Figure 123. The child plays on the floor. His mother controls him at the 
shoulders with her legs and at the same time provides stability at the hips 
with her feet. 
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A chOd also learns about colour in a definite sequence. First by 
learning a primary colour: Uus he will soon recognise, but when shown 
another colour in comparison he will be unable to identify the second. 
When he has learned to identify each of the four primary colours he will 
begin to match similar colours, describing them by name and, finally, 
naming the colours of things around him. 

We hope that in the foregoing it has been made clear how ‘play 
and learning*, both to the normal and the cerebral palsied child, are 
essential, and that in the process they are being prepared for the basic 
‘learning experiences’ which they will gain when they go to nursery 
school. 

The following series of sketches illustrate some of the ideas which 
may help to utilise the child's ‘play activities* indirectly, as a means of 
progress towards independence and as the basis for future learning. 

(Figs. 121-144) 



Figure 125. Treatment on a ball (which originated at our Centre) used also 
for play. 

Please note-it is very important if you do use a ball that you see it is well 
blown up, and that you control the child accurately. A soft ball will only 
accentuate the child’s difficulties. Slight movement will in itself help to 
decrease spasticity. 

(a) For the child who finds it difficult to lift his head, and straighten his 
back when he lifts his arms forward to play; lying on his tummy as 
illustrated is useful to get this combination of movements. Keep his hips 
and legs straight and turned out, watch to see the feet do not get stiff 
with the toes pointed downwards. Ideally the feet should be in the 
position shown. Some children may have legs that part too easily, if so, 
keep them together. Move the ball slowly sideways if you want rotation 
of arms and trunk and sideways movements of the head. 

(b) For the spastic child who finds it very difficult to sit in long sitting on the 
floor-a very important pattern. Sitting on the ball as illustrated is a 
useful preparation, movements sideways and backwards and forwards 
will encourage balance and adjustment of the position of the head. If 

his trunk is rather floppy, bumping him on his bottom svill help give him 
stability. 
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(c) 


Figure 127. Play that needs good co-ordination between eye and hand. 

(a) The athetoid child finds it difficult to grasp while he holds his arms steady 
and particularly difficult to keep his head still and look at what he is 
doing. When he first plays as illustrated you may have to hold his feet 
down for him. 

Using the ring as a camera and focusing it on different objects in the room. 
For the older child you can play ‘I Spy’ in this way. 

(b) Placing a ring over an object without touching it. A number of rings can 
be used and care must be taken to see that no ring touches the other. 

(c) A ring clamped on the table as illustrated can be used if the child cannot 
use his hands, because his arms keep ‘flying’ outwards. 
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Figure 12S. Play that needs good co-ordination between eye and hand. 

(a) Balancing one ball on another, using only the fingertips, then slowly 
moving the ball forward with the kgs, whik the small ball remains on top. 

(b) Moving a ball in all directions as the child walks about guiding it with a 
towel held In both hands. 





Figure 130 

(a) The cerebral palsied child should leanr to play games that involve com- 
mands (when lying on his back or tummy, sitting and standing). For 
example, ‘put your arms above your head’, ‘down by your sides’, ‘straight 
out in front of you’, ‘place your hands on top of my hands; underneath’ and 
so forth. 

(b) Equally important is that he should play games that do not require 
verbal commands and learn to rely on his ability to copy (as illustrated 
in this sketch) directly behind a child and then facing another child or 
adult. 
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Figure 132 

(a) It is always important to take trouble when you hand toys or objects to 
a child to see that you are directly in front of him. 

If you stand, for example, on his affected side as illustrated in fig. (a) 
you can see how the abnormal patterns of the whole of the affected side 
are reinforced, even the head is pulled more towards this side as the child 
looks and reaches out for his teddy bear. 

(b) Side sitting as illustrated in this sketch is a good position for the child to play 
in. It encourages him to take weight on the affected side (the left in our 
picture) while the whole of the side of the trunk is straightened. Again by 
placing ourselves badly the same reinforcement of the abnormal pattern takes 
place as in fig. (a) and the child will lose his balance and fall. 

(c) illustrates how by placing toys and ourselves directly in front of the child he 
will be more symmetrical generally and have a better chance to use both 
hands whenever possible. 

Please note in the sketch that the child is encouraged to take weight on his 
hand while at the same time he keeps his arm straight, turned out at the 
shoulder. This is an essential pattern, preparing the child for reaching forward 
with a straight arm to use his hand effectively. 
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(a) 





Figure JS3. If the chiU.unlesjheishc^d by you, can only hold a ball as 
tUustiated in Rg. (a>, H i* bettti to grtt him a stick, bat and ball, ot hoop and . 
ball to pby with. 
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Figure 134 

(a) The hemiplegic child should also play when standing. If his arm is severely 
affected with strong ‘associated’ reactions, stop these as illustrated. The arm 
is held straight and turned out and up at the shoulder, the hand is held with 
with the thumb out. 

(b) and (c) If the child plays with sand or water see that these are high enough 
in relation to him, so that he can stand up straight as he plays. 
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(d) 


Figure 136. Encouraging different types of hand movements: 

(a) Open handed grasp needed to use a shoe brush or clothes brush. 

(b) Thinner handle of hair brush. 

(c) Grasp turning on and off a tap. 

(d) Index and thumb grasp, a much harder isolated movement combined with 
turning to wind kitchen clock. 

(e) Teach movements of the hands in a practical way, e.g. opening and closing 
doors. 
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fitw'v IS7 Two-handed 

(a) Shaking »nd folding 

(b) Holding »nd pulling, pushing and tucking In the blanket. 

(c) Pegging clothes on a low hne. 

(d) ToMing »nd tidying the toweb. 




(e) Opening and closing the curtains. 

(f) Setting the table. 

Weighing things on a scale. 

(h) Pouring, using both hands. 

(i) Holding and lifting to sieve food, or drain out water. 
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Figure U9. Washing and painting a laree wooden nr i. 

brush The brush U easy for the child to hold and enn u a painter’s 

weeping movements. “d encourages him to make large 
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Figure 140 

(a) Playing in kneel standing position-keeping the hips straight and weight on both 
knees. If tlic child is rather ‘wobbly’ at the hips give pressure down as illus- 
trated, 

(b) Making use of a cabinet with drawers at different levels. As the child explores 
you can stop at the height he finds the most difficult, or slowly get him to 
move up and down as he plays. 



Figure 141. Give the child an empty bookcase or shelves to play on as a change 
from a table, again encouraging movement. 
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Figure 144 

(a) Encouraging the child to push with both hands while he lies on his tummy. 
Either an object as illustrated, or a game against a wall or mirror. This will give 
him the pattern of the arms necessary when using his hands, supporting him- 
self or protecting himself when he falls. 

(b) Ciirrying his toys, or things for you around the house or on a small tray is good 
for eye-hand control. Getting balance in upright kneeling and walking on his 
knees is used in preparation for standing and walking later on. 


Chapter 11 


UNKING PLAY 'VITH ELTERYDAY ACTIYITIES 


A normal child learns and pracfBCS, as he plays, many of the movements 
he needs for everyday aciMiies such as wrrshing, dressing and feeding. 
Vou can help your chi/d make use of play to learn these moi-emcnts. 
Examples of the link between pby and such activities as dresang, 
wasl^g and feeding will be gjvtB. These activities cannot be success- 
fully done by your child on his own unless he is able to balance in sitting 
and does not have to rely on his hands for support keeping his feet flat 
on the floor at all limn. 

Ptiy actmtles to help the child to learn to feed himself 

For the child who cannot bring his hand to his mouth, the follow- 
ing will be found useful in teachwig him the first basic movements 
necessary for self-feeding. 

Start by making sure (hat the child is In a synunetneal position, 
the head in mid-line, not pushing backwards or turned to the side, the 
shoulders and arms forward. Figs. 14$-150, pages 18M85,illustratea 
variety of positions that can be used and the children for whom they 
are mo« smuble. 

How to place a child in a symmcincal position, taking both his 
arms and exiendinR them with palms facing each other, is shown. If his 
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(a) If the child is to bo encouraged to look at and at the same time to hold his feet, 
sec that not only the hips but the lower part of his spine are off the support. 
Many children when they try to reach out for their toes push their head back 
and this immediately straightens their hips and legs. 

(b) Whcn the child takes his toes to his mouth see the the legs are bent and turned 
out, help by keeping his arms forward and up at the shoulder. 

(c) With the effort of taking his foot to his mouth the bending of one leg may 
make the other leg straighten and the child will often lose his balance. To pre- 
vent this happening have your other hand under the opposite hip. Work as 
quickly as possible to get him to hold both feet at once, taking one or both to 
his mouth. 

(d) A baby normally plays for many hours in this position, i.e. holding his toes while 
the legs remain straight and moving his legs up and down. Work for this pattern 
which is a good preparation for long sitting later on, but do see that the legs 

are not stiff or turned in. 



Figure 146. The child takes your hands to touch his face, ears, shoulders and so 
on-give support with your knees only at intervals. When he starts to take his own 
hands to his face, control him under the top of his arms turning them out at the 
shoulders and stopping them pressing down. 
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It is important to encourage the child to look al his own hands, 
rubbing, the palms together, clapping them or bartging the table, folding 
his fingers and drawing attention to them, drawing shapes on the front 
and back of his hands; playing with his hands in flour or water-these 
are a few of many ideas that can ht used. Any movement of the hands 
should be practised, with the arms in various positions, starting by using 
both hands together, and then one hand slowly while the other remains 
flat on the table or grasps the side of the table. 



Figure 147 A good pcMiUon for the spastic child who finds it difficult to at with 
his hips bent, legs straght apart and turned out. Controlling his legs with yours in 
this way leaves your hands free to help him. 

A'ore Both his hands are placed on his ears in this instance with open hands he 
should propers to holding onto his ear lobes with finger and thumb. The palm 
facing fowanfj the face, tf h« elbows start to puU In , change your grip and support 
him under the upper arm, keep his elbows out. 


Awareness of his hands can be stiijiulaled by rubbing both sides 
of the hand, between the fragers and even up the foreatm, with a fairly 
stiff blush 01 any other Jj/ji/y abiasivc rmtenal. This method is also 
Keful when apphed to the cheeks, nose or eats, as the child will often 
then automatically bung (ns hands to his face. At times rub the back or 
fionl of his hands wilh the biush to dtaw attention to them; this may 
even enrautage him to push the brush asvay. The best results will be 

arm, he wiQ then be much more aware of the stimulus, 
h, “ directed mainly towards self-feeding, it will 

aL Tl I'T ■“ set the child to know 

and feel the vanous pans of Ms body. This knowledge ,j essential tf he 
leain how to move ot to tmdeisUnd that his head is at the top of 
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(b) 

Figure 148 

(a) and (b) The young child in the sketch practises lifting his head while at the same 
time lie straightens his back as he learns to reach out and touch Daddy’s face. 
Note: He is held under the chest, the shoulders are kept up and forward and 
weight is taken by the child on one arm while he reaches out with the other. 



Figure 149. A spastic child with poor head and trunk control sits astride his father 
who gives support to the child’s back with his legs. The father moves his legs side- 
ways teaching the child to make the necessary adjustment of his head and trunk 
as he learns to balance in preparation for sitting without support and to be able 
to use his hands. The child is encouraged to grasp his father’s hands, keeping his 
arms straight out in front of him. 

Note: If the child’s arms feel heavy and push down, take his arms above his head, 
keeping them straight and turned out at the shoulder. 
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his body, his feet at the end, that he has a back and a front, and so on: 
information that is important to future learning. The child must also 
know the parts of his body before he can start to wash, dress and feed 
himself. 

The learning of body awareness is a very important milestone m 
the development of both normal and cerebral palsied children, and your 
occupational therapist will pve you advice on the sequence of develop* 
menl that should followed. 




Finite 151. To open a fisted hand never pull the thumb back, see first that the 
arm is turned out at tlie shoulder as explained in Chapter 2, page 58, Fig. 31 (c). 
Keep the hand open by grasp illustrated. 


(a) 


(b) 



Figure 152. A variety of positions to encourage the child to hold and bring an 
orange towards liis mouth. 

(a) Sitting between your legs, the child’s head and shoulders can be kept forward 
and your legs help to keep the arms away from his body. Support under 

the elbows enables the child to lift the orange to his mouth. 

(b) The child lies over a roller which keeps his arms forward at the shoulder and 
brings the orange to his mouth instead of vice versa. He may need help to keep 
his hips down. 
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\n these various ways we are extending all the time the child’s 
awareness of his own body, and the relationship of the parts to the 
whole. 

The pattern of movements underlying feeding is the abibty to 
take the hands to the mouth, either with the food held in the hands, 
as one does with a biscuit, or when using a spoon and fork. To be able 
to do this independently, head control and good balance in sitting are 
necessary. To begin with the child may need to be tied around the waist, 
or groin straps may be used to Gx him at his hips m his chair. 





Fif^trc 154. Hy gnsping your fingers and later by holding a towel in his hand, the 
child’s arm can he moved in all directions while he tries to retain his grasp. This can 
be followed by the child moving your arm in all directions while you hold the 
towel. Hie child should only practise the movements in a position in which he 
has good balance and docs not need an arm to support himself. 

Note: Your finger and the towel arc placed across the palm and then out between 
the thumb and index finger. 



Figure 155 

(a) Grasp the child’s hand and the ring. 

(b) Pull the child’s arm through the ring taking the ring up to his shoulder while 
he says push. 

(c) Pushing the child’s arm out of the ring while he says puli 

(d) The child holds the ring and your hand, and he pulls and pushes svith your help. 

(e) Finally he holds the ring on his own and repeats the same movements. 
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most children like. Make a small hole at the top of the orange and en- 
large this as the child becomes mote proficient (see Figs. 1 53 (a) and 
(b). 

Gradually food of different shapes and textures can be given to the 
child. For example, a long roll dipped in honey or peanut butter, accord- 
ing to taste; or smaller and softer foods such as banana, sausage, cheese 
straws Of partially cooked carrots, whichever tempts him. 

As soon as he is able to hold a spoon, give him one to play with: 
to begin with a wooden spoon is ihe best. IVhen he has reached the stage 
of sitting in a chair and is with you in the kitchen, give him a pudding 
basin, putting into it various things such as flour, rice, sugar; he will 






(b) 


Ftl^fe 156 

(*) The Mme seqoeftce of movements, the child lying on his back Here he n»ii. 

and pushes the ring over his kg. ^ 

tWThc ume sequence of movements done in sjiting on the floor. 


soon 1,3, n to Hi, and ny to hfl tho conl.nis on to h.s spoon, A second 
bosm wdl Wm loprosplbe ides oflifting , f„|, spoonfro™ one 

bowl .0 anolber, and he may even be templed lo tty ,o taste. GameTof 
pout, ng the content, f,om basi„ « « 

a carefully co-ordinated movement. I'Uievmg 

When the child reaches (he stage ofusine a fork oiv^i,- 
to ptacnse pushing ,1 tnto various Hucbtesses of food by cutt“g"up 


Play a^vities to help the chad lo team lo dte,, and undress 
The movements of Ihe aims and hands necessarv a • 
undresungate. ^ Tot dressing and 

(1 ) To be able to bring the anns toward, the body with th. „ , . 

the body, whether the amts am stnigh, o, the elbows bem^e ® 
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mention this because your child may perliaps be able to bring his 
arms towards his body, but with the back of his hands facing his 
body, making it impossible for him to use them. 

(2) The ability to grasp and push, and to grasp and pull with one or both 
hands, and grasp and lift with the arms either straight or bent re- 
gardless of the position of the head; also to be able to lift his arms 
above his head and behind his neck, and of course the ability to lift 
his arms without falling backwards, a difficulty common to most 
cerebral palsied children. 

One way of encouraging these movements is by using, at first, 
your fingers or a towel to grasp (see Fig. 154, page 188); later a rubber 
quoit ring, hoop, or a large rubber ring of the type a cliild uses when he 
is learning to swim. Figs. 155 (a) to (e), page 188, show how this can be 
done and the way to progress. With the more severely handicapped child 
these series of movements can be practised while he lies on his back. 
(Figs. 156, page 189, see also Figs. 157, 158). 

In addition, drc.ssing up in clothes that are too large for him, and 
dressing and undressing his dolls, arc both fun and useful activities. We 
have found that, by making a set of simplified loosely-fitting clothes for 



Figure 157 

(a) Sitting on a stool pushing a ’swimming ring’ over and above his head and pulling 
it down again, finally as far as his waist. This is a preparation for taking off and 
puUing on clothes over his head. 

(b) Pulling the hoop from his feet up to his waist and pushing it down again; prepar- 
ation for putting on trousers, pants and so on. 
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him, the moie severely handicapped child can practise with them and 
soon acquires the idea as to what is required of him before he starts to 
lake off and put on his own clothes which will be of a tighter fit. Figs. 
159 (a)'(d),page 192, show how tWs is done. 

Play activities to help the child to learn to wash himself 

The movements necessary for washing are similar to those required 
for dressing. The child must also be able to hold a sponge or flannel, to 
move Ms atm up and down and across his body, and to tub. 

When playing outside the bath, choose a position where the 
child’s balance is good-a chair is often easier for him to sit on than the 
floor-as bathing especially calls for quite a lot of adjustment of balance. 
Use 3 torch to shine on different parts of his body and move the light 
rapidly and unexpectedly. In this way you will encourage him to look 


> 
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Fif^irc 159. As an intermediate stage between playing with the ring and actually 
dressing and undressing himself we have found the following idea useful These 
garments should aU be made outsized for the child. 

(a) Cut a hole in a rectangular piece of material and leave the sides unsewn. The 
cldld puts it over his head, the material covering his front and back. 

(b) Tltc depth of the material illustrated will vary according to the size of the child, 
it should be large enough to reach from his armpits to the top of his hip bone. 
To put it on he has to first get it over his head and then get his arms through. 

(c) The dotted lines show how a sleeveless blouse can be made more complicated 
by the addition of sleeves and a front opening; each garment is made separately. 
A variety of fasteners and different sized buttons can be sewn on to give the 
child practice. 

(d) A simple pair of pants can gradually have legs added, also openings in front. 




Figure 160. Shine the torch on the child’s leg and then get Iiim to look and touch. 
Move the light about quite quickly so that he moves and looks for the light at the 
same time. Follow this by getting him to rub the spot. 


192 



where the light is shining (see Fig. J60, page 192 ). Get him, first, to rub 
that part with his hand, then wet and soap his hand, or get him to use 
a glove flannel to rub himself. This can be followed by getting him to 
hold a tissue and finally a wet sponge or flannel with which to rub him- 
self. You will find that he will manage to wash his hands and face and 
arms first, then his tummy and legs. Go slowly at first; use upright 
kneeling if he balances better in this position than in sitting. If he should 
find it difficult to bring his hands to his body, give him the idea of the 
movement of rubbing by letting him wash your hands and arms or his 
dolls or toys, and then his own. 



GLOSSARY 


AsM»ciatcd reactions: These arc also referred to as ‘associated move- 
ments’. If a child uses undue effort to move a limb there is often an 
increase in spasticity in the rest of the body. For example, if a Hemi- 
plegic child squeezes an object with his sound hand, spasticity will 
increase in the affected arm and hand causing the hand to clench and 
the elbow to bend. 

Asymmetrical; One side of the body is different in attitude and action 
from the other. For instance, the head is always or frequently turned 
to one side, one arm remains flexed and fisted and the child does not 
use it. He may also kick only with one leg. 

Ataxic: Wobbly and having no balance. 

Athetosis: There are many varieties of this condition and one refers to 
them all under the term of ‘the athetoid group’, All types in this group 
have in common an unstable type of muscle tension which makes it 
impossible for the child to keep still. When he is at rest and com- 
fortable the tension is often too low and the child will then have 
great difficulty in starting to move. If, on the other hand, he be- 
comes excited or tries to do something that is difficult for him he 
may become very stiff. This instability of muscle tensions therefore 
interferes with any attempted movement. 

Cerebral palsy: The generic title of a condition due to damage to the 
brain occurring in earliest childhood. This disturbs the normal co- 
ordination of the muscles of the body and makes it difficult or im- 
possible to maintain normal postures and perform normal move- 
ments and skills. Those suffering from cerebral palsy are divided into 
the following main groups; Spastic, Athetoid, Ataxic, Hyperkinetic. 

Co-ordination: The patterning of the action of the muscles of the body, 
i.e. their ‘working together’ is controlled by the brain and is necessary 
for the maintenance of posture, for balance and the performance of 
movements. 

Diplegia: Another type of cerebral palsy where the whole body is 
affected. The lower parts, that is, the legs and lower trunk, are more 
severely involved than the head and arms. The children usually use 
their arms and hands quite well and have good control of the head 
and fair or normal speech. 
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ExHtoto-r*. of any part of the body. 

Facilitation: A technical term used in many treatment techniques. Nor- 
mal automatic patterns of muscle action, such as the bfting of the 
head, rolling over from back to tummy, sitting up and balance leactions, 
are obtained by special techniques of handling the child. 

Flaccid* Floppy-See Hypotonia. 

Flexion: Bending of any part of the body. 

llemiplegia'. A type of cerebral palsy in which one half of the body is 

involved only. It is usually this type which shows asymmetry most dearly. 
Hypotonia (‘Floppincss’): In some cluldren brain damage leads to a state 
of tension of their muscles which is too low. They cannot therefore 
maintain any postures against gravity, and they cannot start a movement. 
Inhibition: A technical term of treatment. Special techniques of handling 
ate aimed at stopping the spastic or athetoid patterns which prevent 
or interfere with normal activity. 

Muscle tone: The state of tension in our muscles at rest and when we 
move. This is regulated under normal circumstances subconsciously 
In such a way that the tension is sufficiently high to withstand the 
pull of gravity, i.e< to keep us upright, but it is never too strong to 
interfere without movements. 

Patterns of movement: In every movement and change of posture pro- 
duced by it. the brain throws muscles mto action always in well- 
co.ordinated groups, (hat is, patterns, 
posture: Is the assumption and maintenance of various attitudes in spite 
of the pull of gravity. Movements of our body produce constant 
changes in the pull of gravity, and adaptations of our posture during 
movement takes place automatically ant) constantly to avoid falling. 
Quadruplegia: Another type of cetebtal palsy In which again the whole 
body is involved. Here the upper parts arc more affected than the 
lower. The cluldren usually have poor control of the head and limbs, 

Poor speech, and difficulty in looking at things. 

Spasticity: The muscles become stiff, their tension is too high. This is 
the direct result of the damage to the brain. As the patient cither 
Cannot move at all or only with great effort to overcome the stiffness 
of his muscles, he b more or less fixed in certain abnormal postures. 
Spatbl. Orientation m space by vision and movement. 

Symmetrical: The postural patterns of both sides of the body are abke 
and therefore movements can also be performed in the same way. If, 
for example, the head is in the middle, the hands can be brought to * 
the mouth, both arms can reach out, and the legs also have the same 
attitude. 
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Abnormal jujstiircs (due to position of 
live head), 49 
Adjustable crawler, 4 1 
‘Associated reactions' 
rircssinp, 93 
feeding, 109 
play, 169 

'Baby Bouncers’, 45 
‘Baby bladder', 83 
Balliini', 77 
play, 78 

‘sf.irtlc reaction’, 77 
Bed, 138 

Beret with lead shot, 119 
•Bird feeding’, 103 
Bitc-reflcK, 107 
Blankets, 143 

Body image, body awareness, 149, 

181, 183, 185, 187 
normal, 145 
cerebral palsied, 146 
Books, 155 
Bottle feeding, 106 
Bouncing, 43 
Bunny hopping, 43 

Carrying, 69 
Chairs, 117 

bench-type stool, 98, 129 
‘halo’ 124, 125 
infant scat, 133 
roller chair-to make, 122, 123 
roller, 119 

‘Star Rider’ car scat, 126 
triangle, 119 

wireless packing case, 119, 127, 

129 

Chairs— push, 116 

Chewing and ‘chewing reflex’, 107 

Clothing, 98 

Constipation, 86 

Cot, 138 

Crawler, 41 

Dental care, 112-114 
Development of movement, 35 
creeping, 40 

pulling up to sitting from lying 
on the back, 45 

pushing backwards on the floor, 39 


Development of movcment-cont, 
standing and taking a step, 37 
throwing in the air, 45 
Dressing, 87 
clothing, 98 
co-operation, 92 
importance of talking (sec page 
30), 92 

heavier and older child, 90 
lying on citlrcr side, 89 
positions, 89-97 
shoes, 100 

sitting on your lap, 89 

Equipment and aids 
bathing, 79-82 
dressing, 98 
feeding, 109-112 
playing, 149 
sleeping, 142-143 
toilet training, 84-85 

Feeding, 102 

‘bird-feeding’, 103 
bite-reflex, 107 
chewing, chewing reflex, 107 
diet, 107, 113 
feeding bottle, 106 
open mouth, 106 
self-feeding, 108 
sucking. 106 
tongue thrust, 106 
Feeding patterns, 105 

connection with speech, 3 1 

General advice, 24 
Groin straps, 117 

Handling, 29 

importance of co-operation, 30 
reactions of normal and cerebral 
palsied child, 29 
speed, 30 

Hammock, 125, 137 
Head control (see movement, page 
24), 32 

basic necessity, 32 
effect on vision, 33 
Hearing disorders, 3 1 
‘High stepping’, 39 
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'Infant seat’, 133 
Insomnia, 144 


Key-pointj of control, 50 


Lifting, 69 

Unking play with everyday activities, 
181 

dressing, 189 
feeding, 181 
washing, 191 

Matenab-clothmg. 98 
Movement, 24 
muscles, 24 
patterns, 24 
resistance to, 28 

sequence of movement, normal 
and abnormal, 24-27 

‘Naiad’ bath, 8 l 


Openmouth. 106 


Uble rumtiK. UO 
ndded blocks, 116 
httcms of movement 24 
Pillows,! 43 
Play. 145 

awarenessorhands, 147 149 
books, 155 
choice of toys, I 53 
colour sequences, 163 
hand movements, two-handed 
activities, 174-175 

help in use of hands 

severely handicapped, 150 
moderately handicapped, 151 
of movement in phy. 


of the hemiplegic, 169 
positions of, 145-147 
play wiih movement, 177-180 

'JW onargeball, 164-165 
y-bnkinguith everyday 

, activities, 181 
"cding. 181 

dressing and undressing 189 

washing. 191 

Potunj'ss' ‘“be. 107 

P«ms, ftistKhairs 4 Chairs. 1 15 


Pushchuis, 116 

Questions to parents A 

for young children and older 
children who cannot manage 
themselves, 5 
Questions to parents 6 

for the child who is starting to 
help himself, 14 

Rolatoi Walker, 135 
Roller boards, 43, 132, 133 
Roller chair, 119, 123, 128 
construction of, 122 

‘Safa bath’, 81 
Shoes. 100 

Sitting crossed-legged, 62 
Sleeping 138 
blankets, 143 

hardboaid under malitess, 143 
pillows, 143 
position of cot, 138 
position of child, 138-142 
sleeping bap, 143 
sleeplessness, 144 
Socitd development, 33 
family life, 34 
Speech, M 

baby bnguage, 32 
hearing disorders, 32 
link with feeding patterns (see 
page 105), 31 
listening. 31, 32 
‘Startle reaction’, 77 

Table-cut-out, 119, 128 
Toilet mining, 83 
’baby bladder’, 83 
constipation, 86 
porting. 83 
Tongue thrust, 106 
Toys-choice of, 153 
Tnangle chair, 119 
modification. 121 
Tticycle, 136 

Walking aid-Rolator, 135 
Walking. 37 
•Walking reflex’, 39 
Wireless packing cases, 1 19, 127 
for use as labJcs and chairs, 129, 
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Treatment HnUs (Thcrapic Halle) 

Distrihutors: Spiclwarcn Mcmmclcr, Hintcrc Vorsladt, Arra 
Switzerland. 

Size 60 cm. 15.15 Fr. 

80 cm. 2 a, 50 Fr. 

plu.i 0.32 Fr. postage 

Tubes, Polythene or Polyester 

Very limited supplies may be obtained from Mr, G, Antschc 
90, Basingstoke Road, Reading, Berkshire, England, 

Wedge Foam Cushion 

Manufacturer: Better Design Products (C.M.I.), Breakspear ^ 
Ruislip, Middlesex. 

Wireless Packing Cases 

(Made from rubberised hair.) 

May be obtainable from: Government Surplus Stores. 
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